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EXPERIMENTAL USE OF MAGNETISM 
FOR LOCATING NEEDLES IN THE TIS- 
SUES. A PRELIMINARY REPORT.* 


Greorce H. Monks, M.D., Boston. 


In the days before the x-rays were used for lo- 
cating needles in the tissues of the body, the sur- 
geon had often little to guide him except such in- 
formation as was furnished by the history of the 
case. In the event that a needle, or part of a 
needle, was said to be in the tissues there was 
often not even an indication in the skin as to 
the position of the wound of entrance. Occa- 
sionally, to be sure, the needle could be felt 
through the skin, but such cases were rare. The 
surgeon could not even be sure, except from the 
statements of the patient, that the needle was 
still within the tissues, or that it had been there 
at all. 

The coming of the x-rays has been a blessing 
in that it gives incontrovertible evidence (1) 
that the needle is, or is not in the tissues, and 
(2) that, if buried there, it is in such and such a 
position, and is in relation to such and such 
structures. In spite of all this, however, it 
sometimes happens that the surgeon finds the 
needle only after a long search, or he does not 
findit atall. Itis quite possible that the x-ray 
plate has not been correctly interpreted, or that 
the needle has changed its position. Such being 
the ease, it is obvious that, if any expedient can 
be found that will give further assistance in the 

* Received for publication January 30, 1915. 
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search for the needle, it may at times be dis- 
tinctly helpful. 

More than a year ago it occurred to me that 
the surgeon might be aided very materially in 
his search for a buried needle, if magnetism 
could be called to his assistance, and since then 
I have made from time to time a number of ex- 
periments to determine if such assistance were 
possible. After a good deal of experimenting I 
came to the conclusion that, in order to enable 
the surgeon succesfully to employ magnetism in 
this way, two things are essential :— 

(1) He must magnetize the needle, or the 
needle fragment, which is in the tissues, and 

(2) He must locate this needle by means of 
a magnetized indicator of some kind. 

After devising a number of different methods 
by which both of these requirements could be 
met, I finally reached the conviction that the 
simplest way was to magnetize the buried needle 
by means of a magnet, preferably on electro- 
magnet, applied as near as possible to the sup- 
posed resting place of the needle; and that the 
best way to find this needle after it had been 
magnetized was by means of a minute compass, 
or by the use of a highly magnetized steel needle 
suspended from a fine silk thread. I also used 
with success a very fine horse-shoe magnet made 
from the smallest watch-spring I could find. 

I have not as yet had the opportunity of try- 
ing this method on the living subject, but, as I 
have used it successfully under many different 
conditions, I have a reasonable expectation that 
it will work with equal satisfaction in actual op- 
erative work. I have succeeded in magnetizing 
a fragment of a needle through glass, wood, felt, 
and various other substances, of different thick- 
nesses up to one-half inch, and even occasionally 
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more. I have also on several occasions found a|lorus in infants, constriction or pulling out of 
needle through an incision into a piece of meat, place of the organs by adhesions between the 
the needle having previously been hidden in the| Stomach and the adjacent organs, as adhesions 
meat by another person without my knowing its} to the gall bladder, or to the caecum, or perito- 
position. neum, and rare conditions, as sarcoma of the 
The procedure is as follows :— stomach, syphilitic disease of the stomach tis- 
(1) The buried needle is magnetized by | sues, tuberculosis of the stomach. 
passing a magnet over the locality where this! 2. Conditions of functional disturbance of 
needle is supposed to be. The best results are ob-| the stomach not due to disease or disturbance 
tained when the long axis of the magnet is in| elsewhere in the body, as hyperacidity pure and 
the same line as the axis of the needle. simple, not secondary to ulcer or gall bladder 
(2) The examining needle (suspended in the| trouble, etc., hypoacidity of the stomach not 
middle from a fine silk thread) is then slowly| due to cancer or gastritis, or disease elsewhere, 


passed over the same locality. hypomotility of the stomach, not due to con- 
In the event that it passes over the buried | striction of the pylorus or malformation or ad- 
needle,—provided that needle is not too far away | hesions. 


from the surface—one end or the other of the} 3. Disturbances of the stomach occurring as 
examining needle will be attracted and will dip| associates of general diseased conditions, as ty- 
in the direction of the buried needle somewhat | phoid, pneumonia, nephritis, tuberculosis, de- 
in the same manner as the ‘‘divining rod’’ is| bility, nerve prostration. 
said to do, when that rod is brought to a place} 4. Conditions of disturbance of the stomach 
on the ground under which water can be found.’ function or condition, when the symptoms noted 
As the buried needle, after it has been magnet-| by the patient appear to be in the stomach, 
ized, has two poles (N and S), and as the ex- where the actual disease or disturbance is lo- 
amining needle has also two poles (N and S), it cated elsewhere. To this class belong such con- 
follows that (according to the physical law, that ditions as the vomiting of pregnancy, the gas- 
‘‘like magnetic poles repel one another; unlike. trie crises of tabes, the “manifestations of gastric 
poles attract one another’’) the N pole of the) symptoms, as distress in the epigatrium, rais- 
examining needle is attracted to the S$ pole of|ing of gas, even vomiting, seen in conditions of 
the buried needle, and the S pole of the examin- gall bladder trouble, appendicitis, cancer of the 
ing needle is attracted to the N pole of the intestine, adhesions involving the intestine, sim- 
buried one. ple constipation, conditions of acidosis, uraemia, 
At the earliest opportunity I shall make the| liver trouble, mesenteric thrombosis, cases of 
effort, in this manner to locate a buried needle, cerebral tumor, head injury, cases of eye 
either from the surface of the body or from a| trouble, heart disease, angina pectoris, arterio- 
wound. sclerosis. 
| In the diagnosis of any case of stomach dis- 
lin ema turbance, or any case where the patient comes 
‘to him complaining of stomach sy mptoms, the 
|physician must at the start consider in a general 
_way the whole ground described above, in con- 


THE STUDY OF DISTURBANCES OF THE) 


STOMACH. ‘tem lating the possible causation of the stomach 
p g p 
Br H. F. Hewss, Booror. or adjudged stomach symptoms, pre- 
[From the Clinic of the Massachusetts General | The so-called stomach case may be a case of 
Hospital. ] gall stones, or appendicitis, or heart trouble, or 


“syphilis, intestinal adhesions, constipation, nerve 
THE varieties of conditions included in the! debility, or it may be a real ease of organic 
general classification of stomach trouble, un-| stomach trouble, or of functional stomach 
toward condition of disturbances of health or trouble. 
comfort in which the patient places the symp- | As first aid in the diagnosis of the case, the 
toms or most marked symptoms in the stomach, physician has the history and record of symp- 
may be divided into four classes: _toms as outined by the patient. Following this 
1. Conditions of actual organic disease of the is the finding of the general physical examina- 
tissues of the stomach, or anatomical deformities tion, the record of auscultation, percussion, 
of the organ, or of the organs representing al palpation, of the blood and urine examination, 
direct continuation of the stomach, as the ete. 
esophagus and duodenum. [In this class are in-| In addition to these two features of clinical 
cluded ulcer of the stomach, ulcer of the duo-| examination utilized in the study of all cases in 
denum, cancer of the stomach, gastritis, 7. e.| medicine, we have in the study of stomach 
acute and chronic, atrophy of the stomach cells,| troubles, or of cases with adjudged stomach 
actual inflammation of the mucous membrane | symptoms, three extra special methods of ex- 
cancer of the esophagus, diverticulum of the amination; the examination of the stomach con- 
esophagus, gastroptosis, congenital deformities. tents as obtained by the use of the stomach tube, 
of the stomach as narrowed or imperforate py-| the investigation of the stomach by the x-ray 
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bismuth method, and the examination of the 
feces. 


By the employment of this full clinical pro- 
cedure, including all these methods of examina-_ 


tion, in his cases with stomach symptoms, the 
physician should, in the great majority of cases, 
be able to reach a very definite conclusion in re- 
gard to the nature of the disease or disturbance 
giving rise to the symptoms in the ease. 
Frequently the utilization of the full method 
of investigation is not necessary. In many 
eases the result of the initial method of study, 
the study of the history record and findings of 
the general physical examination may suffice en- 
tirely for the making of a diagnosis. Thus the 
definite finding of appendix trouble, or cord 


syphilis, or angina pectoris, or nephritis, or’ 


tuberculosis, may make a special examination 
by the special methods of stomach investigation 
unnecessary, the symptoms, even though they 
appear to be of the stomach, being accounted for 
by the definite disease discovered elsewhere. 

On the other hand, frequently the study of 
these records may suffice only to rule out certain 
outside conditions, and the special study of the 
stomach be necessary for the elucidation of the 
case. 

So that to be equipped for work in the study 
of stomach cases the physician must be conver- 
sant with all these methods of examination, and 
with the significance of the findings revealed 
by them, for the interpretation of the case. 

The first method of clinical study, the study 
of the record of the history and symptoms as de- | 
scribed by the patient is of course of great value | 
in connection with the diagnosis of stomach 
cases. Frequently we learn from this alone, if 
the record is carefully taken, that what ap- 
peared to be a stomach case is not that at all, 
that the pain, ete., described is not in the 
stomach but in the lower abdomen, that what 
the patient means by stomach trouble is con- 
stipation, or diarrhoea, and so on. 

Frequently, on the other hand, this record is 
so typical that it tells us without further inves- 
tigation that we have a disease of the stomach | 
and the nature of the disease. 

There are certain typical records found in 
some cases of definite stomach diseases, as ulcer. 
or cancer, which are practically pathognomonic. 
in themselves or nearly so. 

Such are, for example, the record of the 
vomiting of large amounts of blood found in) 
some cases of fresh ulcer of the stomach; the! 
record of accumulation of contents in the stom-. 
ach with final vomiting of large amounts, found 


in eases of ulcer or cancer involving the pylo-, 
rus and causing stasis; the records of continual | 


vomiting combined with great loss of flesh and 
strength seen in some eases of cancer, and the 
long histories of intermittent spells of the 
stomach symptoms of hunger pains, pyrosis, ete., 
found in some eases of chronic duodenal ulcer. 
But in the majority of cases even of organic 
stomach trouble the record of the history alone 


is not diagnostic. Many marked eases of ulcer 
or cancer have a symptomology of a mild type, 
much less suggestive of serious trouble than 
many records of functional stomach trouble, or 
of stomach trouble secondary to outside con- 
ditions as gall stones, appendicitis, syphilis, or 
‘nerve debility. 

Also these outside conditions may give a pic- 
ture of stomach symptoms quite as severe in 
type or uf the same type as those recorded above 
as typical symptomatologies of ulcer and cancer. 

On the whole, the history of symptoms, is the 

least reliable of all methods of investigation for 
the diagnosis of disturbances with stomach 
symptoms. I make it a practice never to make 
a positive diagnosis of stomach trouble, or to 
advise operation, on a record of a case consist- 
ing of the history alone, save possibly in cases 
with a substantiated record of the vomiting of 
| blood. 

To make such a diagnosis we must have some 
positive clinical finding by physical examina- 
tion, tube examination, x-ray examination, one 
or all, as a blood finding, a hypersecretion find- 
ing, a stasis finding, a gastritis finding, a tumor, 
or a positive x-ray picture for the diagnosis of 
organic stomach trouble, or the absence of ab- 
normality in such findings to rule out organic 
stomach trouble. 

The history record, however, though not ab- 
solutely reliable in itself, is of the greatest value 
taken in connection with the other clinical find- 
ings. 

And much of its value depends upon the skill 
of the physician in obtaining from the patient 
a correct history record, and correct impression 
from this record. A record which taken in one 
way reads like a record of stomach trouble, may 
when taken correctly read as a record of con- 
stipation, or gall stones, or renal stone, or heart 
disease, or nerve debility. 

The second method of investigation, the full 
physical examination, may be of great import- 
ance. 

It may, in the first place, locate the seat of 
the disease which is causing stomach symptoms 
or so-called stomach symptoms, as elsewhere 
than in the stomach, as for example an appendi- 
citis, or heart trouble, an anaemia, a kidney 
disease. Often it, is necessary according to the 
nature of the case to supplement the routine 
physical examination, of inspection, palpation, 
"percussion, urinary and blood examination, 
with special examination, as a Wassermann 
test, a test of the spinal fluid, a feces examina- 
tion, a sputum examination. The meaning of 
stomach symptoms may appear in a very dif- 
ferent light in a case with a positive Wasser- 
mann test than in a case without this reaction. 

The third method of investigation, the ex- 
amination of the gastric contents, both the fast- 
ing contents, and the test meal contents, as ob- 
tained by the use of the stomach tube, is of 
great value in connection with the study of 
stomach cases. 
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Frequently in cases of actual organic disease 
or of definite functional disease of the stomach 
it gives us an absolute diagnosis. Often by a 
negative finding it serves to rule out the exist- 
ence of certain definite stomach diseases. 

The routine of this examination consists of: 

1. The examination of the fasting contents 
obtained after a twelve-hour fast. 

This contents is inspected or tested as to its 
quantity, the presence of food residue, the pre- 
sence of blood, either fresh blood or a chemical 
blood test, the presence of free HCl and the 
character of the specimen and its sediment. 

2. The examination of the test meal contents, 
the contents obtained one hour after the inges- 
tion of an Ewald test meal. 

This contents is tested for free HCl, and, if 
this is present, a quantitative estimate of total 
free HCl is made. If free HCl is absent, an 
estimate of total acidity and a test for the pre- 
sence of ferments may be made. 

It is not necessary to make this full routine 
tube examination on all cases, as a part of it, 
the study of the fasting contents, for example, 
may make our diagnosis. But it is often neces- 
sary to make a full examination. 

The findings by tube examination which are of 
most importance for diagnosis are: 

1. A positive blood finding in the fasting 
contents, fresh blood as noted by inspection or 
a positive blood test by chemical method. <A 
few shreds of blood may sometimes be obtained 
in a normal stomach as the result of the action 
of the tube, but any considerable amount of 
blood, or a test for blood in a contents showing 
no fresh blood, is always significant of the ex-| 
istence of some pathological condition of the 
stomach. It may be esophageal varices; it may 
be a stomach diseased as part of the disease per- 
nicious anemia or purpura or of alcoholism; it 
may be ulcer or cancer, but it is always a sign 
of bleeding, which is pathological. There are 
the above rare cases of blood in the stomach be- 
sides ulcer or cancer, and there are rare cases 
of bleeding of unexplained cause, but in the) 
great majority of cases where bleeding is present | 
in the stomach it is due to ulcer or cancer or 
duodenal ulcer, and this blood finding by tube | 
examination is therefore a very important fact 
in connection with the diagnosis of these con- 
ditions. 

Certainly we can say that a record of repeated 
blood findings in the gastric contents is strong 
suggestive evidence of the presence of ulcer or 
cancer. The finding is of particular importance 
when supported by a positive blood finding in 
the feces. 

2. <A twelve-hour stasis finding in the fast- 
ing contents, a large amount of contents con- 
taining food, obtained 12 hours after the in- 
gestion of a meal. 

This is pathological and means obstruction of 
the pylorus by cancer or ulcer, or, rarely, by 
some other cause as adhesions or tumor outside 
pressing upon and obstructing the gut. 
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We may get lesser degrees of hypomotility in 
functional conditions and rarely in conditions 
of extreme debility from any disease, intestinal 
paralysis from peritonitis, total loss of function 
in moribund conditions in any disease, the phe- 
nomenon of a twelve-hour stasis may occur. 
But otherwise it almost invariably means a can- 
cer or ulcer of the stomach and is a very positive 
diagnostic finding. 

Conditions of less degree of retardation or 
stomach emptying doubtless occur in atonic 
stomachs from other causes, ptosis with dila- 
tation, for example. Often we may get a six- 
hour bismuth stasis in other conditions, but a 
twelve-hour food stasis means, as stated, organic 
disease of the stomach. 

As between cancer and ulcer as a cause of 
stasis, other factors of the examination, as the 
presence of blood, the presence of free HCl, 
may help discriminate. Stasis simply means 
one of the two, with the exceptions noted, and 
the other factors with the history and x-ray ex- 
amination may help us to determine which. 

3. The finding of a fasting contents showing 
hypersecretion, that is, an abnormal quantity of 
contents—50 to 100 ¢.—consisting of pure 
fluid containing free HCl, but no food residue. 
The quantity of fasting contents in the normal 
may run as high as 30 ¢. ec. We may get ab- 
normally large amounts of contents in gastric 
stasis or chronie gastritis, or in hypersecretion. 
Stasis contents show food, gastritis contents 
mucus or a marked cellular sediment. 


tents of normal character with no food, and not 


a mucous content like gastritis. 


Hypersecretion may be a sign of simple func- 
tional hyperacidity of the stomach, a well recog- 
nized stomach malady, or it may be an associate 
of ulcer of the stomach or duodenum or of ad- 
hesions to the stomach or duodenum. It is, 
therefore, simply a sign of an abnormal stomach 
malady, suggestive, taken with other findings, of 
uleer, but often meaning simply a functional 
hyperacidity. 

As a rule a high percentage of free HCl in 
the test meal contents is associated with it. 

4. A finding of a mucous contents or a con- 
tents containing many stomach cells in mucus. 


This phenomenon is characteristic of the dis- 
ease chronic gastritis. Chronic gastritis may 
be an associate of cancer or it may occur by 
itself. It is common in alcoholism and cirrhosis. 

5. A finding of an abnormal cellular sedi- 
ment in the fasting contents. 

This finding is often made in eases of cancer 
or ulcer. It is, of course, also made in chronie 
gastritis. 

It is not diagnostic but often suggestive with 
other signs. Normally the sediment of the fast- 
ing contents may contain a few cells or many 
leucocytes—but it does not contain numerous 
stomach cells (cylindrical epithelial cells). This 
latter finding is often present with cancer of 
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the curvature, sometimes with chronic ulcer of | 
the wall. 

6. The presence of free HCl in the fasting con- 
tents is the rule, but absence of free HCl is not a 
sign of abnormality, as absence of free HCl in a 
test meal contents would be. <A very high per- 
centage of free HCl is often found in hyper- 
secretion and ulcer eases, 

The findings of importance in the test meal 
contents are as follows: 

1. The presence of free HCl. 

Normally free HCl is always present in a 
contents obtained one hour after an Ewald test 
meal. Absence of free HCl means an abnormal 
condition. This, may be an associate of cancer 
or chronic gastritis, but it may exist as a purely 
functional condition. Absence of free HCl is 
important in connection with a diagnosis of can- 
cer taken with other findings suggestive of can- 
cer, as stasis or a blood finding or a tumor. But 
alone it has no special significance in this way. 
Presence of free HCL in a test meal contents is 
often found with cancer and almost always 
found with ulcer. 

2. The quantitative estimate of free HCl. 

In the normal after a test meal the amount 
of free HCl varies. Its maximum normal is 
about 0.145%. Amounts above this figure mean 
hyperacidity. This is found in the condition 
known as functional hyperchlorhydria. It is 
found as an associate of ulcer. 

3. The tests for ferments may be of import- 
ance in determining the existence of the dis- 
eases achylia gastrica or atrophy of the stomach. 
Here we get no free HCl and no ferments. In 
the average case of hypoacidity the ferments 
are present. 

Tube examination is an indispensable adjunct 
of the study of conditions of stomach disease. 
The evidence obtained by this method when of 
positive character is much more definite as to 
diagnosis than the evidence obtained by the 
record of symptoms. 

Negative evidence by tube examination does 
not rule out the existence of organic stomach or 
duodenal disease. Thus conditions of chronic 
duodenal ulcer often exist with a normal tube 
finding. Cancer or ulcer of the stomach may 
have a normal finding, often a finding which, 
though abnormal, is not definitely diagnostic of 
these conditions, 

But positive evidence by this method is often 
absolutely diagnostie and never, like apparently 
good evidence, supplied by a history record or 
an x-ray examination, misleading in a positive 
direction. 

The fourth method of examination, the study 
of the stomach by the x-ray bismuth method, is 
of great value for the diagnosis of disease of 
the stomach. 

It is particularly useful for the diagnosis of 
cancer of the stomach or ulcer of the stomach 
and duodenum. Thus Carmen states that 93% 
of ventricular cancers under his examination 
were recognized by x-ray examination, that is, 


an x-ray finding suggestive of cancer was found 
in this percentage of cases of cancer. 

In 7% of the eases of cancer the condition 
was not recognized. 

In uleer of the stomach, 65% of the cases 
were recognized by x-ray, the remaining 35% 
not giving definite signs. 

In duodenal ulcer 135 cases out of 190 were 
clearly recognized by x-ray examination. 

The methods of study by x-ray bismuth are 
two in number, the fluoroscopic method and the 
radiographie method. In any given ease either 
method may give equally definite finding, but of 
the two the fluoroscopic method is in my ex- 
perience the more useful. 

Evidence of the existence of ulcer or cancer 
of the stomach or duodenum by x-ray examina- 
tion appears in three ways: 


1. As an abnormality in the outline of the 
shadow of the stomach and duodenum. 


2. As an abnormality in the peristalsis over 
a portion of the wall of the organs or of the 
peristalsis of the stomach generally, independ- 
ently of the site of the lesion. 


3. In certain eases, as, for example, those in 
which the lesion causes some obstruction or 
interference with the regular expulsion of 
stomach contents, a third sign may appear, 
namely, an abnormality in the discharge of bis- 
muth from the stomach or duodenum, showing 
sometimes, as a stasis of bismuth in these organs 
for a longer period than normal, sometimes as 
a more rapid initial emptying of the stomach 
than normal. 

In conditions of chronic ulcer involving the 
stomach wall in any location above the pylorus, 
not obstructing this opening, we find in well- 
marked cases, an absence of peristalsis over a 
portion: of the stomach wall where the lesion is 
located. Peristalsis comes down to this point, 
is checked here, skips this portion, or is ir- 
regular here, and goes on below it. 

In well-marked cases where, for example, the 
uleer is a penetrating ulcer or where much con- 
traction of the wall from scar tissue is present, 
we find also an irregularity in the outline of the 
stomach corresponding to this area of disturbed 
peristalsis. Sometimes a crater filled with bis- 
muth ean be seen at this point. Sometimes the 
shadow appears as a diverticulum, a deep in- 
vagination or projection of the wall, with some- 
times a shadow of bismuth outside the outline 
of the stomach. In some cases we get an hour- 
glass shadow evidencing contraction of the wall 
by ulcer. 

In addition to this check in peristalsis or ir- 
regularity in outline at the seat of the ulcer, 
the whole stomach often shows in these cases, a 
general abnormality in peristalsis, consisting 
of a very deep and vigorous peristalsis most 
marked above the seat of the lesion, but extend- 
ing over the whole stomach. 

Often on the wall opposite the seat of the 
ulcer a marked spasm is seen, a tendency to 
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tonic contraction at the point, known as an inci- 
sura. 

In a case of ulcer of the stomach wall above 
the pylorus all of the above phenomena, 2. e. 
local disturbance of peristalsis in a limited area, 
local irregularity in outline, generally increased 
peristalsis, incisura opposite the ulcer, may be 
present. 

In other cases some one or two of the signs 
only may be present, as for example, simply an 
area of checked peristalsis, or simply an in- 
cisura in a portion of the wall suggesting the 
presence of an ulcer on the opposite wall. 

In the cases with many signs or marked signs 
of abnormality, as, for example, cases with a 
erater or a diverticulum, or a marked irregular- 
ity in outline in a portion of the wall, we con- 
sider that we have fairly definite signs of an 
ulcer, or of an organic lesion, either ulcer or 
cancer. 

It must be emphasized, however, that even 
such emphatic pictures can be caused by other 
conditions, as, for example, a condition of ad- 
hesions attached to the stomach wall, adhesions 
from the gall bladder, or peritoneal surface of 
the abdomen. Adhesions may cause an actual 
irregularity in the outline of the stomach wall. 
Often they cause irregularity in peristalsis over 
a portion of the wall, or general abnormality of 
peristalsis. 

In the cases of the finding of so-called moder- 
ate signs of disturbance as, for example, cases 
showing simply an incisura as an abnormal sign, 
we feel that the finding may be evidence of an 
ulcer, but that it is not definitely diagnostic of 
this lesion, as other causes, adhesions, or reflex 
spasm from gall bladder trouble, from cord 
syphilis, or from simple nerve causes, may give 
this finding. 

Uleer of the stomach wall not at the pylorus 
may also cause some disturbance in the empty- 
ing of the stomach, showing in the presence of 
stasis of bismuth in the stomach for an abnormal 
period, a six-hour bismuth stasis, for example, 
but this finding, though important in connection 
with other abnormal findings, is not in itself a 
very definite sign of ulcer. Ulcers of the an- 
trum do often cause pylorospasm as an abnor- 
mality. Sometimes, also, there may be as a re- 
sult of the excessive general peristalsis asso- 
ciated with the ulcer, an abnormally active in- 
itial emptying of the stomach. 

Uleer of the stomach wall may be present 
without showing any abnormal signs by x-ray 
examination, and, as stated, not infrequently 
ulcer though showing some abnormality does not 
show definite enough signs to allow of absolute 
diagnosis as a result of study of this method. 
Fresh bleeding ulcers often show no definite 
signs, also superficial chronic ulcers. Penetrat- 
ing ulcers, or ulcers causing much contraction 
of tissue, as a rule show very definite signs of 
abnormality. 

To summarize then, though we cannot always 
diagnose ulcer of the stomach wall by this 


method, even where ulcer exists, and may even 
find no. signs of abnormality in such cases, we 
can say that the method gives us a means of de- 
termining the presence of ulcer in many cases. 
A negative finding cannot be taken as absolute 
evidence of the absence of ulcer. 

Ulcer of the stomach involving the pylorus 
gives in practically all cases definite signs of 
abnormality by x-ray examination. This pic- 
ture differs in many features from that given 
by ulcer of the wall in location other than at 
the pylorus, just described. Here we find: 

1. Absence or irregularity of the sphincter. 

2. Abnormally deep and vigorous peristal- 
sis of the stomach. . 

3. Sometimes irregularity of outline in py- 
lorie regon. 

4. Retention of bismuth in the stomach for 
a longer period than normal, a nine-hour resi- 
due, a twelve-hour residue, a twenty-four-hour 
residue, according to the amount of obstruction 
caused by the lesion. 

Often no bismuth can be seen entering the 
duodenum and no duodenal cap is made out. 
It must be borne in mind, however, that similar 
findings may be present from other causes, as, 
for example, cancer of the pylorus, adhesions 
involving the pylorus or duodenum. Cancer as 
a rule, does not show the vigorous peristalsis of 
the stomach seen in ulcer, but it may do so. 
Otherwise the signs are often the same. Ad- 
hesions may give the whole picture as described 
for ulcer. 

The findings by bismuth x-ray examination of 
duodenal ulcer are as follows: 

Uleer of the duodenum involving the pylo- 
rus, or causing obstruction of the pylorus, shows 
the same signs as ulcer of the stomach involv- 
ing the pylorus just described. 

Ulcer of the duodenal wall located below the 
pylorus, but not causing actual narrowing of 
the opening shows, as a rule 


1. Irregularity of the duodenal cap. 

2. Extra deep and vigorous peristalsis of 
the stomach. 

3. Some retardation in the emptying of the 
stomach, 7.e. a six-hour bismuth stasis. Often 
this is the whole picture of this condition. 


In some eases an actual irregularity in the 
shadow of a portion of the duodenal wall is seen 
in addition to the general irregularity of the cap 
—sometimes a crater or diverticulum with bis- 
muth outside the shadow of the duodenum. 
Sometimes the bismuth appears to remain 
there and not pass on normally. Some- 
times there is marked pylorospasm. Often 
in duodenal ulcer there is initial hyperactive 
emptying of the bismuth from the stomach due 
to the extra stomach peristalsis associated with 
this condition. Often with duodenal ulcer both 
below the pylorus or involving the pylorus, the 
pylorus of the stomach is further to the right 
than normal. 

Duodenal ulcer well below the pylorus may 
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exist without any abnormal signs by x-ray or 
without signs which are definitely diagnostic of 
this lesion. Fresh bleeding ulcer may show no 
signs; chronic ulcer as a rule shows signs which 
are at least suggestive. 

Adhesions involving the duodenum may give 
a picture exactly similar in all respects to that 
considered typical of duodenal ulcer. 

Some of the signs, as pylorospasm, a six-hour 
residue, abnormality in peristalsis, may occur 
in gall bladder trouble, appendicitis, or in tu- 
mors in the abdomen outside of the stomach. 

Cancer of the stomach wall located above the 
pylorus shows by x-ray examination: 


1. A portion of the stomach wall where peris- 
talsis is absent or irregular. 

2. An actual irregularity in the shadow of 
the wall, that is, a finding similar in many ways 
to those found in chronic ulcer of the wall. 


In many cases the irregular shadow is of such 
a character that it is fairly typical of cancer, 
as distinguished from ulcer. This is, however, 
not always the case. 

The peristalsis of the stomach generally out- 
side of the region affected is as a rule sluggish. 
In this way the picture of cancer differs from 
the usual picture seen in ulcer where the peri- 
stalsis is apt to be extra vigorous. However, in 
both cancer and ulcer general peristalsis may be 
normal. Sometimes in cancer we see actual era- 
ters filled with bismuth. 


Cancer involving the pylorus shows: 


1. Absence or irregularity of the sphincter. 

2. Abnormally long retention of bismuth in 
the stomach, according to the extent of obstruc- 
tion. 

3. Marked irregularity of outline of the 
stomach shadow at the location of the lesion. 


4. Peristalsis of the stomach above is apt to 
be sluggish as contrasted with that seen in ulcer 
of the pylorus, but this distinction is not uni- 
versal. If obstruction is marked no duodenal 
cap is seen. 


The distinctions in the pictures of cancer and 
ulcer of the stomach both of the curvature and 
of the pylorus are very clear in some eases, but 
in others not definite. Where cancer is at all 
extensive, the irregular shadow is of a very dif- 
ferent type than that of ulcer. As stated, peri- 
stalsis of the stomach is apt to be more sluggish 
in cancer. 

With cancer at the pylorus the closure is often 
less absolute and the spasm seen in ulcer lacking. 


The findings by x-ray examination seen in 


connection with the condition of adhesions in- 
volving the stomach and duodenum have been 
to a certain extent described in connection with 
the description of the findings in ulcer. 

As stated, adhesions involving the stomach 
wall may give absolutely the picture considered 
typical of uleer or cancer, viz. an area of absent 


cisura may be present. General peristalsis may 
also be abnormal, showing sometimes increased 
peristalsis, occasionally sluggish peristalsis. 
Sometimes the stomach is definitely drawn out 
of position. 

Adhesions involving the duodenum may give 
every sign of duodenal ulcer, absence or irregu- 
larity of the cap, increased and deep peristalsis 
above, a six-hour bismuth stasis, sometimes ab- 
sence of sphincter, and a nine-hour stasis. 

The exact value of the x-ray method of in- 
vestigation of the stomach, as a means of diag- 
nosis of stomach disease, cannot at the present 
time be accurately estimated. This fact can be 
determined only after a study of a large num- 
ber of cases in which a record of x-ray examina- 
tion and of the actual disease present as re- 
vealed by operation, or postmortem, or other 
definite findings, are obtained. The method has 
at present been under use too short a time to 
give sufficient data for a final judgment as to 
its accuracy throughout the whole field of the 
diagnosis of stomach disease. We can, however, 
from present knowledge, reach some very defi- 
nite conclusion in regard to its value for this 
work. 

The x-ray bismuth method of examination is 
useful for the diagnosis of the following diseases 
of the stomach and duodenum: ulcer, cancer and 
adhesions involving the organs. It is also useful 
for the determination of the size and position of 
the stomach. 

In some cases the x-ray finding is of so definite 
a type that a diagnosis of the disease, as ulcer 
or cancer, can be made with assurance from this 
finding alone. This is true in cases where the 
lesion is at the pylorus. 

In other cases the finding is definite enough 
for a diagnosis of the existence of one of the 
three organic stomach lesions described: cancer, 
or ulcer, or adhesions, but not pathognomonic 
enough, taken alone, to distinguish which of the 
three is present. 


In the majority of cases in which the x-ray 
examination gives suggestive evidence of the ex- 
istence of one of these conditions, however, the 
finding cannot, even if of a fairly definite type, 
taken alone, be considered as absolute evidence 
for the diagnosis of any one of these three separ- 
ate conditions. 


Either we have evidence perhaps fairly diag- 
nostie of the existence of some organic trouble, 
that is one of the three conditions, but not dis- 
tinguishing which, or findings which while sug- © 
gestive of the existence of one of the conditions, 
are of a type which may be found in conditions 
other than organic stomach disease. 


I have seen conditions of exactly similar find- 
ings in eases of cancer and ulcer. I have seen 
adhesions involving the stomach or duodenum 
give the exact finding seen in marked eases of 
uleer and considered as typical x-ray finding 
of ulcer. I have seen cancer diagnosed where 


peristalsis, often an irregularity of outline. In-| adhesions were the only pathological finding. 
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And most of all, I have seen findings similar to 
those found in proven cases of cancer and of ulcer 
marked findings considered typical of these con- 
ditions, where no organic lesion of the stomach 
was present, as proven by operation and opening 
of the stomach, 

I have seen sometimes a whole typical picture 
of, and often some of the signs of, organic stom- 
ach disease, as incisura, pylorospasm, a six- 
hour residue, in gallstone cases, appendix cases, 


syphilis of the stomach, syphilis of the cord. 

The method is of very great value in connec-| 
tion with the diagnosis of the existence of the | 
stomach conditions, but as a rule positive diagno- | 
sis of the existence of such conditions should | 
never be made by x-ray examination alone, un-| 
confirmed by other clinical findings, as tube. 
findings, or feces findings, or at least by a very | 
typical history. | 

This is a point which has been emphasized to! 
most of us by costly experiences. Abnormal x-ray | 
findings, while perhaps more constantly positive, 
in conditions of ulcer and cancer, that is, more 
universally present in the whole run of cases, 
than other clinical findings, as tube findings or 
feces findings, have the one deleterious feature, 
that they may be present, where no organic 
stomach lesion exists. Tube findings, for exam- 
ple, may show no definite abnormality in many 


finding is an associate of cancer or not, or cases 
with hypersecretion and hyperchlorhydria where 
it is important to determine whether we are deal- 
ing with simple hypersecretion or hypersecretion 
associated with ulcer. 

Negative x-ray findings are not absolutely ex- 
clusive in such cases, but they are reassuring. 

The use of the x-ray method of investigation in 
the study of stomach cases is not, of course, 
necessary in all cases, since a positive diagnosis 
is often made as a result of the study of the 
other routine methods of examination without 
resort to this ordinarily more expensive method 
of investigation. It is necessary in all cases 
where the findings by the other methods indicate 
or strongly suggest the presence of some serious 
pathological process, without giving evidence for 
positive diagnosis of the condition. 

How far we should go in the employment of 
the x-ray method of study in the investigation 
of these cases with stomach symptoms not show- 
ing any definite evidence of the existence of dis- 
ease elsewhere, as gall stones, appendix, etc., as 
a cause of symptoms, and not showing a definite 
abnormality in the tube finding for diagnosis of 
stomach disease, is a point which cannot be set- 
tled by any general rule. We should like an 
x-ray examination in all such cases, partly be- 
cause x-ray examination does in many cases give 


cases of gastric ulcer, where x-ray findings give) definite evidence of a pathological process where 


positive evidence, but the former never give defi- 
nite, so-called diagnostic findings, where no les- 
ion exists. 

I call particular attention to this misleading 
quality of the x-ray method because it is a habit 
today among many physicians and surgeons to 
utilize x-ray examination to the exclusion of the 
more thorough method of investigation, and to 
abide too much by the x-ray finding or its inter- 
pretation in diagnosis. 

The value of x-ray examination as a means of 
excluding by negative findings the presence of 
organic lesion, cannot be absolutely determined, 
since we have no way of judging at present 
exactly how many cases of cancer or ulcer we 
overlook. 


We do know, however, that both cancer and 
ulcer may be entirely overlooked by the method. | 
This is particularly the case with fresh bleeding 
ulcers, diagnosis proven by haematemesis, or. 
tube findings, or stool examination, or by later 
operation, and is undoubtedly true of early 
stages of cancer. I have seen cases of ulcer) 
showing blood by tube, or blood by feces, later 
operated upon and found, with negative x-ray 
findings upon repeated trials. And I have seen 
cases with symptoms showing a negative finding, 
return within a year and show a positive finding 
of cancer both by x-ray and operation findings. 

I do, however, take a good deal of satisfaction 
in the use of the method for probable exclusion 
of cancer or ulcer in certain cases, as, for exam- 
ple, cases with tube findings of chronic gastritis 
associated with hypochlorhydria where it is 
important to determine whether the gastritis 


other methods of examination fail to do so, and 
partly because, though absence of x-ray findings 
does not absolutely rule out the presence of 
cancer or ulcer, it gives us one more argument 
for excluding these conditions. But under pres- 
ent circumstances we cannot have the desider- 


atum. 
(To be continued.) 


PLASTIC SURGERY IN PROCIDENTTA, 
WITH REPORT OF TWENTY-FIVE 


CASES.* 


By FLorence W. M.D., F.A.C.S., Boston. 


Attending Surgeon, New England Hospital for Women 
and Children, Roxbury, Mass.; Attending 
Physician, Pope Dispensary. 


As we get some degree of prolapsus in prac- 
tically all lacerated and over-stretched cases 
which come to us for repair, we will leave the 
first degree out of this paper, and consider only 
the cases of complete or incomplete procidentia, 
where there is an extrusion of cervix or fundus 
from the vulvo-vaginal opening with, or without, 
eversion of the vaginal walls. 

Four of my cases occurred in single women 
with a nulliparous cervix and a stretched, rather 
than a lacerated, condition of the vaginal outlet. 
I am thoroughly convinced after a careful study 


* Read before the New England Hospital Medical Society, Nov. 
19, 1914. 
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of this subject, that the shape and length of the | sure, from whatever cause, is an important fae- 
cervix is the most important factor in the great tor, especially if the relation of the axis of the 
majority of cases, and that this is often ac- uterus to the pelvis has been changed, so that 
counted for by heredity. Nowhere in the liter- the pressure is exerted in the direction of the 
ature can I find the statement that this condition outlet. This varies to a limited degree by a full 
runs in families, which apparently is principally bladder or rectum, and is aggravated by strain- 
due to the length and shape of the cervix, and | ing, coughing, and lifting; indeed, the latter are 
contributed to, no doubt, by slender ligaments often given in the history as active causes. 
and perineal muscles. Overstretching from repeated pregnancies with 
I have in mind two sisters, both nulliparae, | lacerations of the birth canal is one of the most 
one of them being unmarried, who came to me common causes of procidentia, though the pa- 
with a complete procidentia and marked ever-| tient may have no discomfort or knowledge of 
sion of the vagina. The unmarried sister had a/ the fact for years, frequently not until after the 
fibroid, which added weight and pressure, and menopause. We often see severe lacerations of 
after an abdominal hysterectomy, where the the cervix and perineum with cystocele and rec- 
cervix was removed by special request, there tocele, but if the uterus is in the right axis to 
was an eversion of the entire vagina, probably | the pelvis and vagina, there is at most only a 
partly owing to the fact that I did not fasten slight degree of prolapse. A generally poor 
the vaginal wall to the round ligaments at the | physical condition with a loss of tone and elas- 
time of the first operation for hysterectomy, and | ticity of muscles is an important predisposing 
after six months the prolapse recurred sud- cause of any prolapse, especially if long contin- 
denly during a fit of coughing. I did a plastic ued and aided by gravity, and is an important 
operation, which up to this time is entirely sat-| factor in these cases. A fall or strain at this 
isfactory. Both these cases were long past the time may cause a sudden stretching of the liga- 
menopause; the second sister, being too old and| ments, with insufficient elasticity for rebound 
frail for operation, is able to wear a pessary. and replacement, especially if we have a wedge- 
In another of my eases there is a history of a like cervix with favorable conditions for its 
patient’s mother and sister having the same rapid elongation, even if not already present by 
trouble, and in still another the patient’s mother heredity or other causes. You will notice that 
has ‘‘falling of the womb”’ and two sisters have one of my series occurred in an unmarried wo- 
some trouble. In married women, most of my|™man past the menopause, after a carriage acci- 
eases gave a history of normal labors. Several| dent. In none of my eases was there a complete 
had only one child, and it seemed in their case a/| tear of the perineum or loss of sphincteric con- 
cause of one-child sterility, due probably to the| trol of the anus. A great majority of them, 
posterior position of the uterus. In almost all| however, have been constipated, complaining of 
the eases the uterine canal was longer than nor- | @ lack of expelling force, especially where the 
mal, often no doubt brought about by increased | abdominal muscles had been overstretched as 
weight and subsequent stretching and elonga-| Well. 
tion of the supra-vaginal cervix, but many of, These patients are usually most uncomfort- 
them, I am firmly convinced, were congenital. | able, though few of them have severe pain unless 
We all know that certain mental and physical |they suffer from accompanying hemorrhoids. 
characteristics may be transmitted by heredity. They complain of a sensation of weight and 
Why not, then, the shape and strength of the| dragging; many of them have cystitis varying 
pelvic viscera? The shape of the bony pelvis) in severity, often due to a pocketing of the blad- 
also varies in patients and its relation to the| der, with decomposition of a residual urine; 
abdominal axis, causing a vast difference in| Sometimes they are infected with the colon bacil- 
intra-abdominal pressure. The uterus is a freely | 
movable body, and its relation to the vaginal; 1m washing out the bladders of these cases, it is 
canal varies, being chiefly regulated by the ®t unusual to catheterize them, and find the 
length and strength of its attachments, espe- @rgyrol left in the day before. The older pa- 
cially the anterior, round, and utero-sacral liga- tients have usually tried all kinds of pessaries; 
ments. Short posterior ligaments predispose to ™any of them have had previous repair opera- 
retro-positions, and are an important factor in tions. Their general condition is apt to be poor, 
procidentia. A short anterior lip, in many cases | 20d they feel depressed, weak, and discouraged. 
due to a low implantation of the anterior vag- They often have backache, and sometimes head- 
inal wall, is apt to maintain its axis in the pelvis ache and dizziness. Many of them have systolic 
by an anteflexion. Retrocession may complicate "T™urs, which seem to be due to lack of mus- 
either condition, and gradual descent from cular tone, and may clear up later with rest and 


intra-abdominal pressure will follow, if it comes bully 


on the upper, intead of the posterior, surface of | ang ‘they take as little of it as possible. There 
the fundus. Increased weight of the uterus, as) may be high blood pressure and artericesierenia. 

in sub-involution or tumors, tends to stretch and Diagnosis. Locally we may find a complete or 
weaken the round and broad ligaments, and per- | incomplete extrusion of the uterus, according to 
mit descent. Increased intra-abdominal pres-| the length of the cervix, the degree of laceration 
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or stretching of the vaginal walls and perin- 
eum, and the size of the fundus. If there is 
much descent, there may be incontinence of 
urine or leucorrheal discharge, and we are apt 
to find erosions or friction sores on the cervix. 
If the vagina is everted it is usually dry, corru- 
gated, and hard. If partially everted the moist 
areas may be ulcerated. If there is a large cys- 
tocele there is almost certain to be an accom- 
panying cystitis, and it is well to obtain a 
catheterized specimen of urine. The passage of 
the catheter may give useful information re- 
garding the presence of stone, pus, or blood, and 
the direction and length of the urethra. I hear 
that one of my cases died a year after the plastic 
operation, from an operation for abscess of the 
left kidney, and several of them still complain 
of bladder trouble. Fibroids or malignant tu- 
mors should be looked for in all cases, both in 
the fundus, or protruding from the cervix or 
vulva. In fibroid polypi the question is settled 
by finding the os externus. Vaginal tumors or a 
cyst may be present in the incomplete cases, or 
may exist alone. 

Treatment. If aged or tired and de- 
pressed, especially if there is any heart 
lesion, I try to give these patients abso- 
lute rest in bed for a few days with a 
bland nourishing diet, plenty of water, and an- 
tiseptic diuretics if necessary. The bowels are 
thoroughly and regularly moved with catharties, 
and if cystitis is present, a daily irrigation of 
borie acid, or weak permanganate solution if 
the colon bacillus is present. I then leave about 
an ounce of a ten per cent. solution of argyrol 
in the bladder. In all my cases but the first, I 
used preliminary scopolamine and morphine an- 
esthesia. Either one, one and a half, or two 
doses, according to the age and blood pressure of 
the patient, and the judgment of the anesthetist. 
After the patient has been moved to the oper- 
ating room she is disturbed, and a little ether 
may be necessary to begin with, especially if the 
cervix is to be dilated. I make a routine prac- 
tice of this, and either use the curette or apply 
tincture of iodin to the canal, or both. In one 
patient of sixty-two I found.a very tight in- 
ternal os. Dilatation was followed by a dis- 
charge of pus, but as the patient was under the 
anesthetic I determined to proceed. The result 
was a moderate infection of the perineum, which 
rapidly cleared up under treatment, and in no 
wise affected the result; so I explore every 
uterine cavity, and always disinfect it with 
jodin. In cases of low implantation of the an- 
terior vaginal wall one has to be careful not to 
cut into the bladder; I have seen it as low as the 
edge of the anterior cervical lip; less care is 
needed posteriorly. I usually make a circular 
incision and peel both walls back to the desired 
length by measurement. Once or twice I have 
gone through into the peritoneal cavity in a 
complete case, with no untoward result. I 
usually tie the lower uterine vessels except in 
women in the child-bearing period. I then re- 


move the denuded cervix, being careful to retain 


the distal edges with an instrument, otherwise 
the fundus may disappear from your sight and 
cause some difficulty and delay in the opera- 
tion. The vaginal edges are now sewn to the 
cervical edges with three stitches anteriorly and 
posteriorly, making a new os. The lateral edges 
are approximated to each other, being careful 
not to leave any raw surface, as vaginal adhe- 
sions are very liable to form in these eases. I 
use ordinary chromicized catgut, and leave the 
middle ends long enough to hold the anterior 
wall firmly during the operation for cystocele. 
In my first cases I used the oval denudation, 
later the triangular, often with some return of 
the cystocele with both methods. It was in a 
dissatisfied frame of mind that I went to Chi- 
cago and saw Dr. Bertha Van Hoozen do a cen- 
tral flap operation, which she thought was con- 
tra-indicated by trachelorrhaphy, but which I 
have not found to be the case. A straight in- 
cision is made in the median line of the cystocele, 
both flaps are turned back to a pillar of the deep 
perineal fascia, shown by a white line pointed 
out by her. The two fascial lines are brought 
together by interrupted catgut sutures, pushing 
up the bladder as they are tied, treating it as a 
hernia. The mucous membrane is now dissected 
back as far as convenient for easy coaptation, 
and sewn over the first line of sutures with a 
continuous catgut stitch. The next considera- 
tion is the posterior wall, which often forms a 
large rectocele. I usually do the Emmet M- 
shaped denudation, but carry the two angles up 
as high as possible and attach them to the deep 
perineal fascia at the sides of the vagina, form- 
ing very long arms to the Y when finished. The 
perineal muscles are brought together and sewn 
with interrupted stitches of 40-day chromicized 
catgut. It is essential that these stitches hold 
for at least two, better three or four, weeks. I 
seldom remove anything but a few irritating 
knots during convalescence. Catgut does not cut 
the skin like silkworm gut. The after-care is 
easier, is less painful, and does not require re- 
moval, a process which is often painful and a 
source of dread to the patient. If the general 
condition permits, I remove any hemorrhoids 
present, but this combination greatly increases 
the suffering, and it is not my custom to do it 
unless it is absolutely necessary, especially in 
the aged. 

After-care. I use an ice bag for the first 
forty-eight hours, with hamamelis or dry gauze 
on the stitches. Great care is required with re- 
gard to the regulation of the bowels and blad- 
der, and irrigation for cleanliness. Where there 
has been a cystitis I continue my treatment by 
irrigation and injection into the bladder of a 
ten per cent. solution of argyrol, with some an- 
tiseptic diuretic by mouth. Usually eatheteriza- 
tion is necessary. The bladder should be emp- 
tied every six or seven hours, oftener if the pa- 
tient complains of pain. There may be inconti- 
nence of urine from the overflow of a full blad- 
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der, or the patient may squeeze out a few drops 
from spasm, so in any case use a catheter if 
there is pain or distention. I have never used a 


permanent catheter in these cases; it is almost. 


sure to cause an irritation in cystitis in my ex- 
perience. In two or three of my cases I excised 
hemorrhoids, and noticed a decided increase of 
urinary symptoms from this source of nervous 
irritation and pain. The bowels should be moved 
in forty-eight hours. I usually give an oil 
enema just before defecation for the first few 
days. If there are hemorrhoids, I sometimes mix 
the oil with lime water, if not, plain or with 
soapsuds. After peristalsis is well established I 
find eascara is apt to give painful spasms of the 
anus, and prefer a milder cathartic. The salines 
give watery movements and make it harder to 
keep the perineum clean. Constipation, or a 
low enema for rapid expulsion, may tear the 
perineum apart and is to be avoided, especially 
in the second week when the stitches begin to 
dissolve. I find that the stronger antiseptics 
irritate and apparently decrease the vitality of 
the already depleted tissues, so use nothing 
stronger than sterile water or boraci¢ acid solu- 
tion. If the stitches irritate, argyrol gives re- 
lief. In some severe cases, a sloughing of parts 
of the posterior wall or perineum may take 
place, especially if the stitches have been tied 
too tightly, or there has been much post- 
operative edema. If the strong forty-day catgut 
has been used this has not been serious in my 
cases, and with care, the after-effect has been 
quite satisfactory; indeed, one of the best re- 
sults I have seen was in a case of this kind. 
After the sloughs came out the tissues closed 
down into a solid muscular perineum. This pa- 
tient had a large rectocele the size of a fetal 
head, and the tissues were thin and much de- 
pleted. You must, however, make sure that your 
fascia holds. I regard the fascial attachment as 
important as the muscular, there is less strain 
on it and no elasticity except in the vaginal 
walls, which give to strain and relax very easily. 
I formerly kept these patients in bed twenty 
days. Now I judge according to the case and 
the age of the patient; at least two weeks is nec- 
essary, sometimes three, and if there is any 
sloughing it may require four. In elderly pa- 
tients a second operation is often a very serious 
matter, and no care or pains should be too much 
for surgeon or nurse. These women are usually 
veterans of the child-bearing period who have 
done their duty to state and country, and I feel 
it a privilege to do my part toward their com- 
fort and restoration to health. They demand 
our best care in every case; eternal vigilance is 
their due. Tonics are usually needed during 
convalescence. The digestion is generally im- 
paired, and careful feeding is sometimes neces- 
sary, especially with regard to the gas-produc- 
ing foods, as starches and sugars. I have seen 
serious symptoms in one or two of my cases from 
the pressure of gas on a fatty heart in a stout 


‘and bulky patient. As soon as the patient is 
up, it is advisable for her to wear some abdom- 
inal support, either a belt or front laced cor- 
set, as they prefer or the case demands. If not 
too aged or bulky I find the corset holds up the 
intestines and decreases the intra-abdominal 
pressure if worn correctly, having in mind the 
ptosis which often exists in these cases. In this 
way it improves the digestion and general 
health; but if the patient is stout or old, or has 
never worn corsets, it is a source of irritation to 
them, and a good fitting belt is better, though 
not to be worn tightly. In hospital work social 
service is very valuable, to see that proper hy- 
gienic care is given, or followed out. Many of 
them have a return of cystitis, which could have 
been prevented or stopped in the early stages. 
There may be a gradual extension of the infec- 
tion through the ureters to the kidneys, as in 
one of my cases. These patients get constipated 
in spite of all your advice, and by constant 
straining may bring about more or less return of 
their original trouble, especially if bloated, or 
any other cause of increased intra-abdominal 
pressure exists. When aged their intellect is 
often not as keen as it used to be, and they need 
intelligent supervision. 


Case 1. Mrs. L., 69 Widow, American. Opera- 
tion in May, 1908. This was a case of complete 
procidentia with erosion of cervix. She was unable 
to wear a pessary and complained of feeling tired 
all the time, with numbness of thighs and general 
lameness. Frequent micturition. Mother of eight 
children. Widow two years. Menopause twenty 
years before. After four days’ rest in bed 
with preliminary treatment the operation was per- 
formed under ether anesthesia. The internal os was 
closed, and a gush of pus followed the introduction 
of the uterine sound. The canal was dilated and 
disinfected with tincture of iodin. It measured 
four inches. I removed two inches of the cervix, 
tying the lower uterine vessels. Oval denudation 
for large cystocele.. Y-shaped colpo-perineorrhaphy. 
Convalescence interrupted by inflammation of perin- 
eal wound, which, however, did not break down and 
she was discharged in good condition at the end of 
four weeks. I saw this patient twice, at the end of 
the first and second years following the operation. 
She is in good condition, feels well, and perfectly 
comfortable; she is now 75 years old. 


Case 2. Miss F., 29. Born in N. B. I first saw 
this patient in April, 1909. She was complaining 
of attacks of nausea and vomiting, with epigastric 
pain referred from right side. There was tender- 
ness and rigidity over MacBurney’s point. The 
cervix was long and snout shaped, and protruded 
from the vulva about half an inch. The uterus was 
retro-cessed, but easily replacable. She refused 
operation, so a pessary was fitted and she was refer- 
red to another physician for medical treatment. In 
August of the same year she had an acute attack of 
appendicitis and was sent to the hospital. After 
the acute stage had passed the appendix was re-. 
moved and the uterus suspended with kangaroo ten- 
don by another surgeon. I did not see the patient 
again for six months, when she returned with the 


following history: She had felt better till the past 
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| 
two or three weeks when she developed a cold and _ perineal muscles were dissected out and sewn tightly 
cough and now felt as uncomfortable as before the | together with interrupted 40-day catgut, leaving an 
e cervix worse than ore. e uterus was in| was discharged in three weeks in good condition 
of the and there was a = and is comfortable since the last operation 
e recti muscles. pessary was worn without | two and a half years ago. 
much comfort for a year, the patient in the mean- 
time trying to do house work. In June, 1911, the ase 6. Mrs. M., 42, married. Born in Prince Ed- 
bese ward Island. Sent to the hospital for procidentia. 
half inches. After a thorough dilatation and curet- | 
of cervix, oval anterior colporrhaphy, and high Y- 
on OF eep perineal fascia. Discharged i i 
scar, at the same time dissecting it out. No traces This 
A Gilliam suspension was done, taking care not to 
wound the fundus, and the abdomen closed in lay- be . ‘ , 
ers. This girl looked strong and healthy and yet | of married. Born in Americ. 
her musculature was very poor; it required much 
\ , / | weak and depressed, trace of albumen in the urine; 
searching to find the two very slender recti muscles. snamteadd f d ‘co h ° 
Her convalescense was uninterrupted and she left | otherwise 
the hospital in good condition in about three weeks. | ee a showed a complete procidentia, 
I hear from her occasionally. She is well and work- | #4 arply retroflexed uterus, and long eroded 
| cervix. Operation in May, 1912. Dilatation shows 
g . tight contractile internal os with a pus-like dis- 
— canal four and a quarter inches, disinfected 
Has had four children and two miscarriages, the yt iodin. A cireular incision hea made round 
e cervix, the vaginal walls were dissected up to 


last one eighteen months ago. Operated on two | the peritoneal attachment above the flexion, the 


years ago for prolapse, with irregular and profuse 
menstruation. She refused hysterectomy at that | and 
time and plastic work was done. Three months |cervix removed. Ain oval denudation of the cysto- 
later the prolapse recurred and the patient felt | °c!° was followed by a long Y-shaped colpo-perineor- 
au in 1016 _thaphy with attachment of fascia. I also removed 
Nothing was done to the cervix. An oval denuda- | two we by oe and continuous su- 
tion was done for the cystocele, followed by a high — 7a" ~~ q ad a pe — slow convales- 
colpo-perineorrhaphy. Whether flat, or Y-shaped condition, 
not given in the records, and no attachment to the | - ee : eo in good condition at the end of 
fascia is mentioned. I hear from this patient that | oa = a _. os : he had il severe fall the next 
she is not well. She has trouble in holding her iZ a3 tells me she is well and perfectly — 
bee fortable during the day. She gets up once or twice 
; at night to empty the bladder. 


some discharge. 


Case 4. Mrs. W., a widow of 60. Operation in Case 8. Mrs. S., 53, married. Portuguese. 
September, 1910. Has had five children. The first Mother of ten children. Comes for complete pro- 
instrumental, the third craniotomy, no miscarriages. | cidentia. Operation in June, 1912. Length of 
Menopause at 45. History of heavy lifting followed | Uterine canal not given, nor date of menopause. 
by prolapse two months ago. The cervix was lacer- High amputation of cervix, oval anterior colpor- 
ated. Length of canal not given. The cervix was rhaphy, and long Y-shaped colpo-perineorrhaphy. 
amputated and an oval denudation was done for the. Discharged in good condition in twenty-two days. 


cystocele followed by a flap perineorrhaphy. I have, This patient’s daughter writes to tell me that her 
heard nothing from this patient. mother was perfectly comfortable after the first 


operation, but that she died two years later follow- 
Case 5. Miss N., 68. Born in America. Meno- ing an operation for abscess of the left kidney. 
pause at 50. Operation in March, 1912. First no- Kelly of Baltimore speaks of the great frequency 
ticed a dragging sensation fifteen months before. of kidney complications in these cases due to an as- 
Has worn a pessary for the past year. Examination cending infection from the cystitis, this, however, 
showed a cocoanut-sized tumor, attached to the fun- is the only one of my cases where I have known it 
dus and freely movable. Cervix long and eroded. to occur. 
Complete procidentia. I did a total hysterectomy, | | 
the cervix being removed by request. Convales-| Case 9. Mrs. S., 65, widow. History of one child 
cence was uninterrupted and the patient was com-|no miscarriages. Had a previous plastic operation 
fortable for about four months when she developed | one year ago. I found a senile uterus with much 
a cough and cold. Suddenly after a fit of coughing | scar tissue from the previous operation especially 
the whole vagina came through the outlet in com-|on the perineum. A large triangular denudation 
plete eversion. A pessary proved useless and the| was made on the anterior wall and sewn with con- 
,patient was again operated upon. An oval denuda-| tinuous catgut. A long Y-shaped colpo-perineor- 
tion was made anteriorly and the edges brought to-| rhaphy followed, extending the arms of the Y up to 
gether, posteriorly an M-shaped denudation was/|the cervical junction, and attaching both sides to 
done, carrying the arms up to the old scar, the mid-| the fasica. Discharged in three weeks in good con- 
dle tongue of vaginal tissue being attached to the| dition. I hear from this patient that she feels 
deep perineal fascia on both sides. The slender| well and nothing comes down, but that she has some 
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trouble in holding her water and is often up several 
times at night. 


CasE 10. Miss N., 32. Born in N. B. Came to see 
me complaining of backache, bearing-down pain, 
dysmenorrhoea, and irregular menstruation. Ex- 
amination showed a prolapse of about two inches of 
cervix during expulsive efforts; prolapse had been 
noticed by her for over a year. I operated in Feb- 
ruary, 1913. The uterine canal measured practi- 
cally five inches, more than half of which was due 
to a hypertrophied cervix. I removed two inches of 
the cervix, after a thorough curettage for endo- 
metritis, and made an application of iodin; the 
uterus was packed anteriorly until the next day, in 
case of vomiting or straining. Nothing was done 
to the vaginal walls or perineum. She wag dis- 
charged in three weeks after a slightly painful 
menstruation. When I saw this patient a year 
later she had been practically free from dysmenor- 
rhoea, her periods were regular with less amount, 
the uterus was anterior, and she had been perfectly 
comfortable except once after heavy lifting, when 
there was a sense of weight and fullness for a few 
days. The ligaments seemed quite able to hold the 
lighter uterus in good position, though the vaginal 
walls were somewhat relaxed. 


Case 11. Mrs. G., 40, married. Born in England. 
Mother of seven children, no miscarriages. History 
of irregular menstruation for two years. Her gen- 
eral condition was poor, she was stout and bulky, 
and had a systolic murmur. She was very uncom- 
fortable and often unable to walk. Examination 
showed a large uterus but no fibroids. Operation 
in May, 1913. Length of canal not given; much 
tissue removed by the curette, showing a hyper- 
plastic endometritis. I removed one and a half 
inches of the cervix, and did an oval denudation of 
the anterior wall for cystocele, followed by a high 
Y-shaped colpo-perineorrhaphy. She was discharged 
three weeks later in good condition. Now she 
writes to tell me she doesn’t feel very well, as she 
is two or three months pregnant, is constipated, and 
suffering from incontinence of urine. 


Case 12. Mrs. C., 48, married. Born in N. §. 
Has had two children, both labors normal. One 
miscarriage. Comes for irregular and _ profuse 
menstruation, prolapse noticed for six months, pain- 
ful the last two weeks. Has leucorrhea. Operation 
in March, 1913. Uterine canal four inches. Con- 
siderable tissue removed with curette and canal dis- 
infected with iodin. One and a half inches of cer- 
vix removed, nothing done to the anterior wall, 
Y-shaped colpo-perineorrhaphy. Discharged in three 
weeks in good condition. I have heard nothing of 
her since. 


Case 13. Mrs. H., 45, married. Mother of seven 
children, all normal labors. Two miscarriages, last 
one six years ago. Operation in March, 1913. Canal 
four inches. One and a half inches removed, after a 
curettage and disinfection with iodin. Y-shaped 
perineorrhaphy. Nothing was done to the ante- 
rior vaginal wall, as there was no marked cystocele. 
She was discharged in twenty-six days in good con- 
dition. This patient writes to tell me she is con- 
stipated, and the bladder comes down, though she 
has no difficulty in holding or passing her water. 


Case 14. Mrs. K., 63, widow. Born in N. B. 
Mother of six children, last one twenty-four years 
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ago; all normal labors. No miscarriages. Has no- 
ticed falling of the womb for two years. Examina- 
tion showed a complete procidentia with an eroded 
cervix. The uterine canal measured three and 
three-quarter inches, fifteen years after the meno- 
pause. I removed one and a half inches of eroded 
cervix, tying off the lower branches of the uterine 
vessels. I used a triangular shaped denudation on 
the anterior vaginal wall, and a high Y-shaped 
perineorrhaphy, attaching the fascia on either side. 
The patient was discharged after five weeks, accord- 
ing to the records, in fair condition, but she writes 
to tell me she feels perfectly well, is doing general 
housework, has no trouble with urination, no dis- 
charge and no prolapse. She has, however, a slight 
lack of sphincteric control of the anus. She is a 
most happy and appreciative patient, according to 
her letter. 


Case 15. Mrs. J., 48, married. Born in Sweden. 
Operation in April, 1918. History of two previous 
plastic operations nine and one years ago at an- 
other hospital. Has had two children, the first an 
instrumental delivery. Irregular menstruation past 
two years. Uterine canal measures four inches, 
cervix small and hard to dilate. Much sear tissue 
from previous operations. One and a half inches 
of cervix were removed, the uterus pushed well an- 
terior, and a high Y-shaped colpo-perineorrhaphy 
done, after dissection of sear tissue. Discharged in 
twenty-six days, condition recorded as fairly good. 
I saw this woman a few days ago. The uterus was 
high in the pelvis and very small; there was no eys- 
tocele, but an egg-sized rectocele, starting high 
above the fascial attachments. A small movable 
body, apparently a cyst, seems to have prevented 
the proper healing of the perineal muscles and is 
still present under the perineal sear. She suffers no 
discomfort, but is persuaded to try again. 


Case 16. Mrs. J., 60, widow. Menopause seven- 
teen years ago. Has had two children, both nor- 
mal labors, but torn with the first one, 39 years 
before. No miscarriages. Has noticed “falling of 
the womb” for about ten years. Examination shows 
complete procidentia. General condition poor. 
Feels weak and tired, and is suffering much pain 
from hemorrhoids. Has an irregular pulse, and a 
systolic murmur. After five days’ rest in bed with 
preliminary treatment, the patient was operated 
upon in April, 1912. The uterine canal measured 
three and a half inches seventeen years after the 
menopause, and yet the uterus felt small. I re- 
moved the cervix up to the peritoneal attachment, 
did a triangular anterior colporrhaphy, and a long 
Y-shaped colpo-perineorrhaphy; I also removed the 
hemorrhoids at the request of her physician. She 
was discharged in twenty-four days in good condi- 
tion, and looked well six weeks later. I hear she 
continues well, is active, and has perfect comfort. 
The systolic murmur has disappeared and the pulse. 
has become regular. 


Case 17. Mrs. F., 40, married. American. 
Menopause three years ago. Has had two children, 
youngest three, both normal labors. No miscar- 
riages. History of lifting something heavy two and 
a half years ago; later a bunch appeared at the 
vulva with pain in the left side and backache. 
Stout heavy woman with systolic murmur and ac- 
centuated second sound of the heart. Operation in 
April, 1913. Procidentia almost complete. Canal 
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three and a half inches. Cervix amputated; Y- 
shaped perineorrhaphy with removal of much scar 
tissue, also excision of hemorrhoids. Discharged in 
twenty days in good condition, and I have heard 
nothing further from her since. 


Case 18. Mrs. ©., widow of 71. Born in N. S. 
Came to the hospital with complete procidentia and 
eroded cervix. Menopause 31 years ago. She was 
tired and felt weak, had arteriosclerosis, high blood 
pressure, and varicose veins of lower limbs. After 
rest and treatment she was operated upon in April, 
1914. Uterine canal measured three and a quarter 
inches, thirty-one years after the menopause. One 
and a half to two inches of the cervix were removed, 
tying the lower branches of the uterine vessels. 


‘Straight flap anterior colporrhaphy, high Y-shaped 


colpo-perineorrhaphy. Discharged in twenty-five 


_ days, result not given in the records. She writes to 
tell me, however, that she feels better than for 


‘many years, nothing comes down, she has no 
trouble with the bladder, but is very constipated. 


Case 19. Mrs. L., 55, widow. Mother of five 
children, all normal deliveries, though the first was 
slow and hard. Menopause four years ago. Proci- 
dentia past six months. Is now complete. Length 
of canal not given, but after amputation of the 
cervix it measured one and three-quarters inches. 
Operation in April, 1914. Cervix amputated, 
straight flap operation for cystocele, high Y-shaped 
colpo-perineorrhaphy. Discharged in twenty-six 
days in good condition. Patient writes that she 
is very constipated, and has some trouble in holding 
her water, but that nothing comes down. She has 
no discharge, and feels well if she does not over- 
work. 


Case 20. Mrs. P., 48, married. Born in Amer- 
ica. Comes for procidentia, noticed the past year. 
One child nineteen years old, normal labor. Men- 
struation irregular for a year. Cervix cystic. Uter- 
ine canal three and a half inches. Much tissue re- 
moved with curette, showing hyperplastic endo- 
metritis. One and a half inches of cervix removed, 
straight flap operation for cystocele, high Y-shaped 
colpo-perineorrhaphy. Discharged in twenty-three 
days in good condition. I hear from this patient 
that she has felt fine since she recovered from the 
immediate effects of the operation in April, 1914, 
and that she has more comfort in standing and 
walking than for years. She has no trouble with 
the bladder, no leucorrhea, and is menstruating 
regularly. 


Case 21. Mrs. L., 58. widow. Born in Russia. 
Mother of eight children, all normal labors. Two 
miscarriages, one after last child seventeen years 
ago. Menopause three years ago. Is short and 
stout, with a pendulous abdomen. Feels tired all 
the time, with a dragging sensation of the pelvis, 
and backache. She also has sciatica. Has noticed 
prolapse for over a year; bladder trouble on and 
off for ten years, worse the past three years. Fre- 
quent and painful micturition. Examination 
showed a complete procidentia with eroded cervix. 
Has been unable to wear a pessary. I did a high 
amputation of the cervix on this case, tying the 
lower uterine vessels. A straight flap anterior col- 
porrhaphy was done, and a high Y-shaped colpo- 
perineorrhaphy, with attachment to the deep fascia. 
She developed an acute attack of cystitis after the 


operation, but quickly recovered under treatment, 
and was discharged in twenty-three days in good 
condition. I saw this patient a week or two ago, 
when she had a slight attack of cystitis, but the 
mechanical cure was complete. The catheter passed 
through a straight urethra, there is a good pe- 
rineum, and no bulging of the vaginal walls. 


Case 22. Mrs. F., 59, married. Born in Amer- 
ica. Has had nine children, all normal labors; torn 
twenty-two years ago with fourth child. Two mis- 
carriages. Comes for “falling of the womb,” worse 
since an attack of bronchitis two years ago. Ex- 
amination showed complete procidentia, a rectocele 
the size of a small fetal head, and a moderate sized 
cystocele. Stout and bulky, with pendulous abdo- 
men.’ Heart irregular and intermittent; high blood 
pressure. Complains of feeling weak and tired, 
with a dragging sensation in the pelvis. Operation 
in June, 1914. Canal three inches. Many scars 
holding the uterus, so only about one inch ampu- 
tated from the cervix, at the same time repairing 
old lacerations in the vaginal wall. Oval denuda- 
tion of small cystocele with continuous catgut su- 
ture. Large rectocele denuded, puckered, and in- 
corporated into the fascia at the sides of the 
vagina. High Y-shaped perineorrhaphy. Discharged 
from the hospital in six and a half weeks. Conva- 
lescence interrupted by sloughing of small areas in 
perineum and posterior vaginal wall, but owing to 
the 40-day catgut sutures, the muscles and fascia 
held well, and the end result was good. She also 
had an acute attack of cystitis after the operation 
in spite of preliminary treatment. The bladder 
was capacious and pocketed, argyrol injected one 
day was often passed in the catheter the following 
day. I saw this patient about three weeks ago, and 
she is perfectly comfortable, quite active about her 
house, and the mechanical result is very good. She 
has recovered from her sciatica and the cystitis. 
These patients are a long time in the dorsal position 
on the operating table, and if there is an old sciatica 
or lame back, it is quite liable to start up a fresh 
attack. 


Case 23. Miss C., 50. American. Menopause 
six years before, after a carriage accident. Has no 
pain, but a feeling of weight and discomfort in the 
pelvis. Has noticed prolapse the past six months, 
with incontinence of urine. No family history of 
malignancy. Examination showed a complete proci- 
dentia. Cervical lips eroded and much thickened, 
with a small polypus presented at the external os. 
I did a high amputation of the cervix, opening 
slightly into the peritoneal cavity. Length of canal 
three and a half inches, two inches of which were 
removed. The uterus was pushed anteriorly, and a 
long posterior colporrhaphy done, extending to the 
vaginal vault. The overstretched and slender pe- 
rineal muscles were brought tightly together, and 
sewn with interrupted 40-day chromicized catgut. 
Convalescence was uninterrupted, and she was dis- 
charged in twenty-two days in good condition. I 
hear from her occasionally, and she continues well 
and comfortable. 


Case 24. Mrs. F., 45, married. Born in Ireland. 
Has had three children, first and last being instru- 
mental deliveries. No miscarriages. Complains of 
a feeling of weight and dragging in the pelvis, pres- 
ent three years since the birth of her last child, and 
gradually getting worse. Has dizzy spells. Ex- 
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amination showed procidentia not quite complete, 
with a fibrous growth on the posterior cervical lip 
about the size of a walnut. Canal three and a half 
inches. Amputation of one inch, after a thorough 
curettage. Anterior colporrhaphy by a straight 
flap method, perineorrhaphy by the flap method. 
Discharged in three weeks in good condition. I 
have not heard from this patient since she left the 
hospital two months ago. 


Cask 25. Mrs. F., widow. Born in Ireland. Has 
had two children, first labor instrumental. Meno- 
pause fifteen years ago. Sensation of weight and 
dragging in the pelvis for the past six months. Op- 
eration in September, 1914. Complete procidentia 
past two months. Canal three and a half inches. 
One inch amputation, anterior colporrhaphy by 
straight flap method, high Y-shaped colpo-perineor- 
— Discharged in twenty-seven days well 
healed. 


Here we have 25 cases to consider which ex- 
tend over a period of six years. It is noticeable 
that most of the patients give a history of nor- 
mal labors, and the one absolute failure was in 
a case that had been operated on before and the 
cervix Was not amputated either time. I main- 
tain that the removal of the cervical wedge is a 
very important part of the operation, and I gen- 
erally find the length of the canal almost double 
the normal, even in a senile uterus which feels 
small. We also have to consider the deep pe- 
rineal fascia which extends from the pubes to 
the perineal body and ischial spines, with open- 
ings for the urethra and vagina. | make use 
of this fascia in my vaginal work and regard it 
ulmost as important as the perineal muscles; 
where they are atrophied or slender, even more 
so. 1 have only used the straight flap method 
on the anterior wall during the past year. 
‘Though it does not stop the cystitis 1 have not 
us yet seen any return of the cystocele, and the 
urethra has been straight in every case to the 
passage of the catheter. With regard to the 
vladder symptoms, there has been some return of 
incontinence in 6 cases, 14 have no further 
trouble, and 5 have not been heard from. There 
has been a slight return of cystitis in 2 cases, 
and 2 have a cystocele which annoys them, 
though at the time of operation it did not appear 
necessary to do an anterior colporrhaphy. In 
one of the cases of incontinence the patient is 
pregnant, and does not say how she was before 
she became so. In three cases there is a return 
of the cystocele after the oval and triangular 
methods of denudation, and there is some return 
of the cystocele in two cases where there is no 
incontinence. 

Cystocele of itself then does not necessarily 
cause incontinence; it is due to lack of sphinc- 
teric control. If you pass the dilators into the 
urethra of these cases you will find them so 
relaxed that they admit the largest size with 
slight, if any, resistance, and yet during conva- 
lescence they may suffer from retention. After 
they go home and are more on their feet, the diffi- 
culty in holding the water returns, though in 
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none of the cases has there been complete incon- 
tience afterward. I prefer this method to ab- 
dominal fixation or suspension, as in my experi- 
ence the latter does not cure, unless combined 
with plastic work. In the aged with a very 
small fundus, the after-effects are not always 
comfortable after suspension, due to a dragging 
on the new anterior ligament, which eventually 
stretches under intra-abdominal pressure and re- 
laxed outlet, and permits renewed descent. The 
combined operation is long, and the risk much 
greater in these patients of lowered vitality, both 
from sepsis and shock. The few vaginal hyster- 
ectomies I have done have not been a cure, 
unless accompanied by plastic work, even with a 
vaginal attachment to the round ligaments, and 
the shock was much greater to the patient. I 
fail to see any advantage in this, over the high 
amputation, where eight ligaments have a small 
piece of fundus to retain, compared to the 
round and broad ligament attachment to the 
vaginal walls after hysterectomy, unless there is 
a question of malignancy or tumor. 

Contra-indications. Contra-indications are se- 
rious heart and kidney lesions, glycosuria, ma- 
lignant disease, fibroids, and diseased adnexa. 
In the patient of child-bearing age, there is no 
contra-indication if you leave the internal os 
intact, and allow for involution. I have care- 
fully followed four cases and personally deliv- 
ered two, where the labor was quick and easy 
for the first time. One of my patients had borne 
two previous children with slow hard labors, and 
the other had given birth to one. Both of them, 
however, needed extra care afterwards, owing 
to the tendency to retroversion. I do not tie 
the lower uterine vessels in these patients, which 
makes a difference in involution. In the cases 
of pseudo prolapsus it is not usually necessary to 
operate on the vaginal walls or perineum if the 
patient is young, comes to operation in time, and 
there is no marked retroversion. There must of 
necessity be a retrocession in these cases, due to 
the overstretching of the anterior ligaments on 
account of weight, plus the wedge. If it seems 
necessary, a retroversion pessary may be worn 
by the patient for a few months until the tone 
of the tissue is restored; it will then be found 
that the ligaments can well take care of the 
lighter uterus. At first there is involution, fol- 
lowed by a slight broadening of the uterine body. 
In one of my cases in a young married woman 
I left a three-inch canal, and three months later 
the measurement was two and a half inches, so L 
allow at least half an inch for involution and 
broadening; more if there is an accompanying 
endometritis, as the involution will be greater. 

Do not in any way decrease the blood supply 
to the uterus in these cases; they usually need 
more development. The main thing to guard 
against is retroversion. When once established, 
it is often impossible for the patient to wear a 
pessary to advantage, and some kind of suspen- 
sion may become necessary. After childbirth 
the same care is required in all amputated cer. 
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vices; be on your guard against the increased 
tendency to retroversion. It has been necessary 
in two of my cases for the patient to wear a sup- 
port for the increased weight of the uterus dur- 
ing the first three or four months of pregnancy, 
until it is well out of the pelvis, on account of 
the dragging on the already weakened supports 
of the bladder. In these women there is less 
question of postoperative shock, but they are 
often stout, with fat abdominal walls, and a sus- 
pension is not always necessary if skilful plastie 
work is done. The recovery is quicker and there 
is more subsequent comfort. In some cases a 
suspension may become a fixation with future 
trouble for the obstetrician and danger for the 
patient. Last, but often not least, is the personal 
dread of some patients to the scar, and they 
positively refuse anything abdominal on this 
account. 


SOME OBSERVATIONS UPON DIVERTICU. 
LUM OF THE BLADDER.* 


By Dr. Casot, M.D., Boston, 
Assistant Professor of Genito-Urinary Surgery, Har- 
vard Medical School; Chief of Genito-Urinary De- 
partment, Massachusetts General Hospital. 


THE subject of diverticulum of the bladder, 
has, on the whole, attracted less attention, until 
very recent times, than its importance would 
justify. Of course, little or nothing was known 
of these conditions until the routine use of the 
cystoscope led to their discovery, before such 
time as they produced recognizable symptoms. 
There can be no doubt they are a factor of ex- 
treme importance because, though they may oe- 
casionally exist throughout life without produe- 
ing important damage to the urinary apparatus, 
this is the result not at all to be expected, and 
they are capable of producing an amount of 
damage which leads to the death of the individ- 
ual. 

Different Types of So-called Diverticula. 
Some confusion has arisen through failure to 
separate the different types of pouches or diver- 
ticula which are found in the urinary bladder. 
Thus the small hernial protrusions between the 
muscular fibres which occur in the subjects of 
chronic urethral obstruction bear no relation to 
true diverticula. They are simply the result of 
weakness of the bladder wall when put under 
strain; are directly due to the obstruction and 
lose their importance when that obstruction is 
removed. The pouch connecting with the vertex 
of the bladder, due to failure of closure of the 
urachus, should also be distinguished from the 
type of diverticula of which I wish to speak 
here, since it is in and of itself a perfectly defi- 
nite failure of development, occupies a constant 
position and is comparatively unimportant in 


* Read before the American Association of Genito-Urinary Sur- 
geons, in 1912, 


the surgery of the bladder. The word ‘‘di- 
verticulum’’ should, I think, be confined to 
those cases of pouches, always of congenital ori- 
gin, occurring most frequently in certain posi- 
tions but occasionally seen in almost any portion 
of the bladder and not «due to defective develop- 
ment or lack of closure of any recognized struc- 
ture. I cannot agree with the view expressed by 
Chute in a recent paper, that they originate in 
the little pouches normally seen just above the 
ureteric orifice, and that they become important 
only when this pouch is exaggerated as the result 
of obstructive pressure. My reason for dis- 
agreeing lies in the fact that they are so fre- 
quently found in individuals in whom obstruc- 
tion is totally absent, in whom in fact the symp- 
toms of obstruction are due, not to any obstruc- 
tion, but to the diverticulum. I incline to the 
view that when found in individuals with urin- 
ary obstruction, they are an accidental finding 
and of no etiological significance. That they are 
due to some embryonic defect is clear, but I have 
as yet seen no adequate explanation of their for- 
mation beyond the fact that they are associated 
with peculiarities of the closure of the cloaca, 
perhaps with a tendency to budding from this 
structure. It is to be hoped that some of our 
embryological brethren will produce an adequate 
explanation. 

Congenital Diverticula. These diverticula are 
covered by the normal coats of the bladder, 
though the contractility of their muscular fibres 
is at times certainly defective. The position of 
election seems to be in the immediate neighbor- 
hood of the ureteral openings, and it is to this 
fact that they owe their greatest potentiality for 
harm. They are also seen on other portions of 
the base of the bladder, on the sides and even 
near the vertex, but those occurring on the up- 
per segment of the bladder can do less damage 
and are, therefore, less important. 

Effects upon the Urinary Apparatus. These 
effects are largely from two sources: First, those 
arising from pressure upon the ureter; and sec- 
ond, those arising from the inability of the di- 
verticulum to empty itself completely, and there- 
fore its great liability to infection. The import- 
ance of diverticula in the production of hydro- 
nephrosis has not, I think, been sufficiently em- 
phasized. The frequency with which they occur 
in relation to the ureter and the tendency of the 
ureter orifices to lie in the diverticulum or to be 
drawn into it, at once puts the integrity of the 
kidney upon that side in jeopardy. The disten- 
tion of the diverticulum will always put abnor- 
mal pressure upon the ureter, and should that 
structure follow the lower border of the di- 
verticulum (as is not infrequently the case) a 
valve-like arrangement results which will in time 
largely or completely obstruct the ureter. I pre- 
sent herewith a specimen of double diverticulum 
in which this condition has gone on to such an 
extent as to produce the death of the individual. 
The history is as follows: 
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Case 1. March, 1911. H.J.G., 38, wagon maker.| Physical Examination. Negative. Cystoscopy, 
Measles and inflammatory rheumatism 20 years ago.| Dr. Cabot. O.P.D. Large amount residual. Blad- 


Thirteen years ago attack of inflammation of blad- 
der lasting three days, with frequent and painful 
micturition. Three years ago passed blood following 
a blow on his side. Eighteen months ago had 
bloody urine followed by retention after fall on pe- 
rineum. Habitually constipated. Several attacks 
amounting to obstipation. Four years ago began to 
pass large quantities of urine, 14 to 16 pints. 
Three years ago sugar was found and has been 
present since. Now passes three to four pints at a 
time. Comes in for pain in R.L.Q. and in splenic 
flexure. Fairly developed, thin nervous man. Ex- 
amination negative except for bladder distended to 
umbilicus. No sugar found. Bladder drained by 
catheter, small quantity at a time. Hemorrhagic 
cystitis resulted. Is most uncomfortable when blad- 
der is distended half way to umbilicus. Remained 
in hospital one month. Temperature usually nor- 
mal. Pulse average 96. Towards end of this time 
patient began to vomit and grow weaker. Bladder 
was kept empty and urine rarely below 40 ounces a 
day. He died, with symptoms of uremia. 

Pathological Report. Kidneys moderately en- 
larged and boggy. Renal tissue much thinned. Di- 
lated pelves contain a large amount of rather thin 
purulent fluid. Ureters much dilated. Right cir- 
cumference 5em. Left 6 em. Bladder wall thickened 
and trabeculated. In region of opening of right 
ureter is a diverticulum 4 cm. in diameter, which 
when distended presses on ureter. In region of 
left ureter is opening of large diverticulum about 
10 em. in diameter. Opening admits little finger. 
Opening into left diverticulum is left ureter. Dis- 
tention of diverticulum occludes left ureter. 

Diagnosis. Diverticula of bladder. Cystitis. Pyo- 
nephrosis. Broncho-pneumonia, right lung. Obso- 
lete T.B. upper lobe, right lung. Emphysema of 
lungs. Sero-fibrinous pleuritis, right. Gangrene of 
tissues of right thorax following saline infusion. 
Anemia. 


In a recent case, a diverticulum of consider- 
able size lay just above the left ureter, which fol- 
lowed its lower margin and opened just at its 
orifice. In this case distention of the diverticu- 
lum produced a valve-like obstruction of the 
ureter, which was much dilated and thickened. 
It was very apparent that had this condition been 
allowed to continue, extensive damage to or de- 
struetion of the kidney on that side would have 
occurred. The history of this case is appended. 


Case 2. May, 1912. M. G., 30, factory. Family 
and past history negative. For past six months pa- 
tient has had pain in bladder region with burning 
micturition. kor past two months has oceasion- 
ally passed blood. Sometimes pain in back. Work- 
ing or eating heartily seems to make pain worse. 
O.P.D. record: Bact. report March 26, 1912. Slight 
growth bacilli. Apr. 6, pig found dead. Too early 
for diagnosis of 'T.B. Cystoseopy, J. D. B. Resid- 
ual, 11 ounces. Bladder irritable. Mucosa red and 
edematous. Ureters functionating. Jet from 
right(¢) cloudy. Cystoscopy, J. D. B. Residual, 11 
ounces. Directly in front of eystoscope to left of 
mid-line, round opening of congenital diverticulum, 
with m.m. puckered around opening. Catheter with 
fuse wire inserted into diverticulum. X-ray shows 
diverticulum. 


der washes clean without difficulty. Four hundred 
and fifty ¢.c. distention. In about position of left 
ureteral orifice, opening of large diverticulum. 
Ureter not seen. Cystoscope can be made to enter 
diverticulum. 

Operation. Dr. Cabot. Amph. Ether. Dorsal. 
Trendelenberg. Bladder washed and distended with 
boric. Median suprapubic incision. Bladder 
opened and diverticulum explored with finger. 
Peritoneum opened and left ureter dissected free 
and suspended with tape. Peritoneum stripped off 
bladder. Intestines walled back. With finger in 
diverticulum this structure was dissected free. No 
peridiverticular inflammation. Diverticulum opened. 
Ureteral orifice not seen so ureter opened about 
three inches from bladder and probe passed through 
it to bladder. Ureteral orifice located in bladder 
proper about one-half inch from neck of diverticu- 
lum. Diverticulum about size of orange extended 
downward toward prostate, carrying before it the 
left ureter. When diverticulum was distended it 
pressed upon bladder oritice of ureter, tending to 
close it. Ureter was distinctly hypertrophied and 
dilated to size of large lead pencil. Diverticulum 
communicated with bladder by opening which 
would admit two fingers and appeared to be covered 
with extensions of all coats of bladder. It was re- 
moved at its junction with the bladder and aper- 
ture closed with ¢.g., the mucosa and muscular layer 
being closed separately. Opening in ureter closed 
with fine c.g. Sponge count correct. Peritoneal 
cavity closed. Original opening in bladder closed 
in two layers. Two large pieces of rubber tissue be- 
tween peritoneum and bladder. Wound closed to 
— with cg. and s.w.g. Catheter through ure- 
thra. 

Excision of diverticulum of bladder. Patient do- 
ing well but troubled somewhat by a rather diffuse 
bronchitis with some pleurisy. Very slight leakage 
of urine from suprapubic wound due to blocking of 
catheter. No leakage. Catheter out. Voids O.K. 
No residual obtained. Wound clean and granulat- 
ing; strapped. Patient has developed marked phle- 
bitis of whole of left leg. No. T.R. and P. Phle- 
bitis much better. Wound appears solid. Very 
small granulating area. When dressing was 
changed today, nearly one ounce of necrotic mate- 
rial came from opening about one-eighth inch in 
diameter, in site of drainage wick. Opening gently 
dilated and sinus found to extend for nearly three 
inches along line of drainage wick. No reaction 
whatever. Wound again practically dry today. 

June, 1913. Came to hospital at request. Scar 
firm. No urinary symptoms. 

April, 1914. Writes in reply to letter that he is 
perfectly well. 


Effects arising from the inability of the di- 
verticulum to empty itself completely and there- 
fore its great liability to infection. 

It is not clear whether these diverticula are 
in their early stages capable of emptying them- 
selves and are, therefore, harmless or whether 
they are more or less continually the site of re- 
sidual urine. In the cases that have come under 
observation, the ability completely to empty 
themselves has, as a rule, been lost and it is fre- 
quently for this reason that they require med- 
ical care. Nothing except some other condition 
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requiring close scrutiny of the bladder would 
otherwise lead to their discovery. It must be 
clear that if urine remains in them more or less 
continually, they are exposed to the same proba- 
bility of infection as the obstructed bladder. We 
all of us, I think, believe that urinary retention 
is one of the commonest, if not the commonest 
cause of cystitis, and inflammation of a di- 
verticulum must follow substantially the same 
course. Many of the cases which we have seen 
have attracted attention because of evidences of 
urinary infection. Further examination showed 
that residual urine was present, frequently at an 
age when obstructing lesions of the prostate do 
not occur, and the investigation thus started led 
to their discovery. 

The following case is more or less typical of 
‘this class :— 


CasE 3. October, 1909. L.L., 28, furniture busi- 
ness. Two years ago had an acute urethritis, which 
was very persistent, involving the prostate and has 
left him with a cloudy urine. Has been efficiently 
treated but cloudy urine still remains, though it 
causes no symptoms. 

Seen in August, 1909, with Dr. M. E. P. Fitz- 
gerald. Both vesicles found distended and pros- 
tate rather irregular, which was thought to account 
for his condition. In September seen again and 
found to have a persistent residual of about five 
ounces. Operation suggested. An attempt to pass 
cystoscope in the office was unsuccessful. Condition 
believed to be one of contracture of the neck of the 
bladder. 

Operation. October 30. Ether. Under an anes- 
thetic, cystoscope passed with some difficulty and 
shows the opening of a diverticulum on the right 
lateral wall of the bladder, which will undoubtedly 
account for cloudy urine. A suprapubic extra-peri- 
toneal cystotomy was done. Orifice of diverticulum 
found to admit the finger and the sac lay on the 
right lateral and inferior wall of the bladder. 
The peritoneum was then stripped off from the 
right and posterior bladder walls. Peritoneum torn 
a little at the point of attachment to the urachus. 
The diverticulum, which had previously been packed 
with gauze, was readily found at its upper border, 
and the opening proved to be practically at its high- 
est point. The neck of the diverticulum was divided 
extraperitoneally and the bladder vall at this point 
closed with interrupted catgut sutures. The sac 
thus isolated from the bladder was then freed by 
blunt dissection and removed. At its lower border 
it was in contact with the rectum and upper part of 
the prostate. The ureter, though not seen, was 
found by passing a ureter catheter to lie upon its 
lower and outer walls and was not damaged. Blad- 
der wound closed snugly around a medium rubber 
drainage tube with a Gibson stitch. Abdominal wall 
closed in layers above and below tube. Protective 
tissue drain to the right lateral wall of the bladder. 

November 2. Drainage has been entirely satis- 
factory. No leakage around tube until today, when 
it was removed. 

November 7. There has been very little leakage 
from wound, which is now practically tight. Urine 
passed freely. There is apparently a little residual 
urine. Seen in January, 1911. Urine normal. No 
residual. No symptoms. 
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THACKERAY’S PHYSICIANS. 


By Wwm. PEARCE Cougs, M.D., Boston. 


Nor the least skilful and clever portrayals of 
character of the great Victorian novelist pertain 
to medical men. 

Though not the heroes of any of Thackeray’s 
works, physicians have an important place in a 
few and are mentioned in more than a cursory 
way in a number of his novels. 

Thackeray knew his medicine and medical 
men of the period well, and all his writings con- 
cerning physicians have that inimitable touch, 
which seems to say, no matter what the subject, 
‘‘T am master of it.’’ This undoubtedly arises 
from his attention to detail, and passion for ac- 
curacy of description. If he had not known of 
physicians, he could not have written of them as 
he did. Of that we may be assured. 

In ‘‘The Adventures of Philip,’’ a physician 
is perhaps, next to the hero, the most important 
character—George Brand Firmin, arch type of 
the unscrupulous, though clever, society doctor. 
In his description of this character, Thackeray 
does not spare the profession, and we know that 
such types did exist. The portrayal of all the 
different artifices and subterfuges of this un- 
happy man is a wonderful example of Thack- 
eray’s genius. We have a pen picture of Dr. 
Firmin as follows :— 

‘‘Dr. Firmin’s manners were so good, his fore- 
head was so high, his frill so fresh, his hands so 
white and thin that for some considerable time 
we ingenuously admired him.’’ We have a picture 
of him at his club at dinner, choosing a table 
near a nobleman of vast fortune, though it is 
draughty and cold. Goodenough, the honest, 
gruff antithesis of Firmin, cannot conceal his 
contempt as he watches the other, while he 
‘*daintily poured out creaming wine from the ice 
pail by his side.’’ 

At Philip’s bar dinner, his father is ‘‘called 
out’’ by an urgent case, as, Philip groaningly 
says, always happens. A note is silently pre- 
sented by the butler, and Dr. Firmin gravely 
excuses himself—a visit he cannot put off, a 
friend of high nobility,—he must go. 

The elder Firmin meets the fate he well de- 
serves—an execution in his house—he flees to 
New York, where he draws on his son every now 
and then, to the latter’s chagrin. 

In Pendennis we also have Dr. Goodenough, 
Firmin’s antithesis, whose devotion to Pen and 
skilful care in his illness are graphically de- 
scribed. 

Also appears the young surgeon, Huxter, 
fresh from ‘‘Bart’s,’’ with dubious hands, writ- 
ing home of ‘‘an interesting case of compound 
fracture’’; the latter is our friend Costigan, with 
barked shins, the result of too much spiritus 
frumenti, often the case with poor ‘‘Cos.’’ 

The elder Huxter, the old physician of Clav- 
ering, Pen’s town, where Fair Oaks is situated, 
would be much put out at young Huxter’s mar- 
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riage with Pen’s former flame, little Fannie Bol- 
ton, the porteress’ daughter, so Lady Rockmin- 
ster is persuaded to allow him to prescribe for 
her, and after he has prescribed Spir. ammon, 
aromat. and Spir. menth. pip. for his august pa- 
tient, the news is broken to him, and the bitter 
bolus rendered more palatable by his artful 
friend Pen, reinforced by Laura Bell, his 
fiancée. 

The immortal Pen’s own father was an apoth- 
eeary and physician, of somewhat humble origin. 
He started practice in Bath, but was unsucces- 
ful there until Lady Ribstone’s drunken chair- 
man east her through his door, breaking one of 
Pen’s best pink bottles. Pendennis took such 
good care of her that from that time on his fu- 
ture was assured in Bath and he was a great 
favorite. 

In ‘‘Men’s Wives’’ Thackeray gives us a vivid 
deseription of Dennis Hagerty, the raw-boned 
young regimental surgeon who falls an easy 
victim to the charms of a third-rate boarding 
house belle. After the consummation of his 
marriage, nothing will do but that Dennis should 
resign his commission in the army and return to 
Ireland with his bride, to New Molloyville, 
where his old friend, the supposed narrator of 
the story, comes across him with a numerous 
progeny. In the meantime, his wife has become 
afflicted with smallpox and loses her vision, 
which has tended to make her shrewish temper 
all the worse. The picture of poor Dennis try- 
ing to be cheerful and welcome his guest to his 
cottage, is indeed a sad and pathetic one. Luck- 
ily for him, the virago suddenly leaves him, 
though Dennis feels the blow bitterly and is con- 
stant to the last. 

As Dickens is known to have taken Smollett 
for his master, so Thackeray, to a great extent, 
took Fielding for his, but we have many touches 
in his works reminding us of Smollett also. Un- 
doubtedly, Roderick Random suggested Dickens’s 
David Copperfield, and there are reminders in 
Pendennis and other of Thackeray’s works of 
many instances in ‘‘ Ferdinand, Count Fathom,”’ 
and other of Smollett’s works. In short, as his 
great predecessors did, Thackeray used his won- 
derful powers of analysis of the manners and 
customs of men, particularly with a view to hold- 
ing up the sham and the tinsel, and physicians 
received their share of criticism from his tren- 
chant pen. But this was always tempered with 
charity and the severe ridicule of physicians, 
such as is noticeable in Smollett’s ‘*‘ Humphry 
Clinker’’ and ‘‘Ferdinand, Count Fathom’’ is 
absent, or at least mitigated to such an extent 
that it leaves no bitterness. What more touch- 
ing tribute to the profession can be imagined 
than Thackeray’s lines in Pendennis: ‘‘It is not 
only for the sick man, it is for the sick man’s 
friends that the doctor comes. His presence is 
often as good for them as for the patient, and 
they long for him yet more eagerly. How we 
have all watched for him! What an emotion the 


thrill of his carriage wheels in the street and 
at length at the door has made us feel! 
How we hang upon his words and what comfort 
we get from a smile or two, if he ean vouchsafe 
that sunshine to lighten our darkness! Who 
hasn’t seen the mother prying into his face to 
know if there is any hope for the sick infant that 
cannot speak and that lies yonder with its little 
frame battling with fever? Ah, how she looks 
into his eyes! What thanks if there is light 
there-—what grief and pain if he east them 
down and does not say ‘hope.’ Or it is the house 
father who is stricken. The terrified wife looks 
on while the physician feels his patient’s wrist, 
smothering her agonies, as the children have 
been called upon to stay their plays and their 
talk. Over the patient in the fever, the wife ex- 
pectant, the children unconscious, the Doctor 
stands as if he were Fate, the dispenser of life 
and death. He must let the patient off this time. 
The woman prays so for his respite. One ean 
fancy how awful the responsibility must be to a 
conscientious man; how cruel the thought that 
he has given the wrong remedy, or that it might 
have been possible to do better! How harassing 
the sympathy with the survivors if the ease is 
unfortunate—how immense the delight of vic- 
tory!’’ 


New Instriment. 


A WATER-TIGHT URETERAL CATHETER 
TIP. 


By FRANK H,. LAHEY, M.D., Boston. 


AFTER using the ureteral catheter tip as 
shown in the illustration below, I have given up 
the old perforated rubber nipples, as supplied 
by most of the dealers in cystoscopes, because it 
has been my experience that after a little use 
they allow of leakage, and even when new that 
with a strong contraction of the bladder there 
is often a leakage around them. 

The tip as shown in this illustration is made by 
Eynard of Paris, and was intended not as a 
ureteral catheter connection for the cystoscope, 
but as a connection to be used between a syringe 
and ureteral catheter, so that injections might 
ibe made with a syringe not having a tip fine 
enough to enter the small opening in a ureteral 
catheter. 


As is shown in the figure, it consists of a hol- 
low rubber tube about 16 F. in size, the canal 
in one end, A, widening out for about one-third 
of its extent and more abruptly at its end B. 
The caliber of this tube, as supplied to me by 
Mr. Charles Bard, Eynard’s American represen- 
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tative, is of sufficient size to fit snugly around 
a 4, 5 or 6 ureteral catheter. So snugly do they 
fit that it is impossible to introduce the catheter 
through it unless it is greased with a little sterile 
vaseline or some other oily lubricant. If this is 
done, even a No. 6 catheter may be introduced 
without difficulty. 

The end A, with the longer taper to its canal, 
is slipped over the tunnel on the eystoscope, and 
in most cases it is best first to thread the tip 
onto the catheter for about one inch before slip- 
ping it over the catheter canal. 

These connections are made of the very best 
rubber and remain water-tight for a long time. 


Reports of Societies. 


SECTION ON GENERAL MEDICINE OF THE 
COLLEGE OF PHYSICIANS OF PHILA- 
DELPHIA. 


MEETING OF Monpay, NoveMBER 23, 1914, aT 8.15 P.M. 


Dr. James E. Talley, in the Chair. 


A CASE OF UNDETERMINED CONTINUED FEVER; ITS 
COURSE AND DESTINATION. 
Dr. B. F. Stant anp Dr. Norman B. Gwyn: 
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The case was that of a white woman aged 58 years, | 
admitted to the wards complaining of pain in the | 
lower left axilla. For many years she had been 
a steady drinker. She had been feeling poorly | 
for about five weeks and occasionally feverish. 
There was a complete absence of physical signs | 
except a few crepitations in the left axilla. No | 
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ce. m. of cecum is an immense ulcerating thickened 
mass. Other ulcerations in intestines evidently 
tubercular. Sections show condition is tubercular. 
Tubercle bacilli are found in macerated tubercles 
from peritoneum. 


DISCUSSION, 


Dr. Joun K. Mircuett: I had under my care 
about four years ago a somewhat similar case in 
which the fever lasted for six months. Every 
night during that time, with one or two exceptions, 
the man had a temperature of from 102 to 103%. 
The only other symptom was a peculiar sweat. 
Tests of urine, feces and blood were negative. A 
number of consultants saw the man,—Dr. Lewis, 
Dr. Weir Mitchell, Dr. Thayer and Dr. Osler. 
None threw any light upon the case, except that 
Dr. Thayer ingeniously suggested psittacosis, 
tuberculosis in parrots. There were numbers of 
crystals of uric acid in the sweat, the odor of which 
was so bad that the man was obliged to get up in 
the night and take a bath. I sent him to the 
country and had him sleep out of doors. After two 
or three weeks the temperature came down and 
the man recovered in six or seven months with- 
out our having made a diagnosis. He is now per- 
fectly well and weighs 190 pounds. The diagnosi- 
is still in abeyance. 

Dr. Rospert N. Witison: Last year at the Phil- 
adelphia Hospital there was a little Porto Rican 
girl who ran what seemed to us to be a low grade 
broncho-pneumonia. Then for two or three days 
she ran a normal temperature. Following that she 
would have rise of temperature again and then 
return to normal. Headache was the only other 
symptom. This lasted for four months. There 
was always positive tuberculin reaction to tests, 
but we could put our finger upon no focus. Fin- 


_ally the abdomen became greatly distended and we 


rashly called in the surgeon who operated and there 
was found in the centre of the abdomen a large 
caseous tubercular mass. This was removed with 
a tremendous loss of blood and the child died that 


malarial parasites could be found. Wassermann night. Up to the day previous to the operation 
reactions were negative; tuberculin, weakly posi- | there was no suggestion of an abdominal condition, 
tive; sputa repeatedly negative for T. B. The pa- | except a little tenderness over the appendiceal area. 
tient ate and slept well. A gradual wasting with-| Dr. JosepH Samer: I was interested in Dr. 
out pronounced anemia took place. At the end of Gwyn’s case because of the association of tubereu- 
five weeks there was distinct yellowing of the losis and cirrhosis of the liver. In my own experi- 
conjunctiva and enlarged veins coursing up over) ence I cannot say that in cirrhosis of the liver one 


the thorax and down to the groins. Cirrhosis of | 
the liver was definitely discussed in view of the 
history of alcholism. The patient failed rapidly 
and three days later swelling of the abdomen began 
and pain in the right side of abdomen became 
marked. Four days later signs of fluid in the 
abdomen were distinct. The development of a 
tubercular peritonitis was considered probable, or 
of a mechanical peritonitis from a quickly dis- | 
seminating new growth. At no time in the last. 
ten days of life did it seem likely that operative | 
measures would avail. The autopsy showed 
atrophic cirrhosis of liver deeply indented, suggest- 
ing asyphilitic process. Small area of T. B. in left 
upper lobe anteriorly placed. Interior of ab-| 
dominal walls is studded with irregular, small | 
nodules; mesentery studded with small irregular | 
nodules with hemorrhagic tops. Serous coat of in- 
testines has lost its gloss and a fine fibrinous layer 
is over all; in a good light minute tubercle-like 
formations are evident in abundance. 


| remedies were used but without result. 


case out of twelve had tuberculosis. In a case of 
prolonged fever under my observation some year- 
ago there was also failure to reach a definite diag- 
nosis. All tests were negative. The patient 
neither wasted nor gained and ran a temperature 
between 99 and 100, occasionally reaching 101. It 
was before the days of the Wassermann test. Upon 
the basis of the possibility of syphilis antisyphilitic 
Another 
patient under my care had a temperature every 
day of 100. In six months’ observations nothing 
very definite appeared. The woman gained about 
seven pounds upon prolonged rest cure, but did 
not lose her fever. Prolapse of the uterus was the 
only definite gynecological symptom. Dr. Clark 
operated in the hope of gaining more light on the 
case, when a fairly large solid ovarian tumor was 
removed. The patient lost her temperature and 
completely recovered her health. 


Dr. M. L. Coptry: One point not ac- 


Lower 8 | centuated is that in post-mortems we see an un- 
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usual type of tuberculosis in which caseation or 
other form of necrosis is slight or absent. The 
masses on the peritoneum in this case were elevated 
with hemorrhagic summits, often appearing almost 
papillomatous; the sand grain surface of miliary 
tuberculosis is absent. There were one or two 
ulcers in the intestine typically tuberculous. In 
many of these irregular forms of tuberculosis it is 
possible that we may find a tubercle bacillus of an 
unusual type. There is a fibrosclerotie change in 
the nodules which is very conspicuous. The ap- 
pearance is almost that of complete healing with 
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particularly marked. Lumbar puncture gave a 
clear fluid with a cell count of 100. Tubercle 
bacilli were not found. At autopsy only a few 
tubercles were found on the cerebral meninges and 
there was little change in the meninges themselves. 
It seemed rether difficult at first to give an ex- 
planation of the symptoms when the autopsy find- 
ings were siudied. ‘The brain was hardened as a 
whole and wher sectioned three caseous areas were 
found in the occipital lobes. These contained 
large numbers of tubercle bacilli. In this case 
many of the symptoms were apparently due to 
general toxemia and not to the local tuberculous 


gestion urged by French writers that there is a process in the meninges. The variation in the 
fibrogenic toxin produced by the tubercle bacillus | eye signs seemed most probably to be from edema. 
differing from the caseogenous toxin commonly so The lungs showed a large number of very young 


characteristic of tuberculosis. 


A CASE OF TYPHOID FEVER COMPLICATED BY ORCHITIS. 


Dr. S. H. Rosentnan: The case was admitted 


to the Philadelphia General Hospital, October 2, 
1914. The patient who was 18 years of age passed | 
through a mild attack of typhoid fever, the temper- | 
ature became normal on the 13th day. Twelve 
days later the patient was seized with intense pain 
in the left lower portion of the abdomen. The 
temperature went up to 101; pulse rate was 120; 
leucocyte count 28,000. Distinct rigidity and 
tenderness were present in this area and the pa- 
tient vomited twice. The following morning the 
pain shifted to the left testicle, the abdominal pain 
subsiding. The testicle and epididymis were found 
very much swollen and tender and the scrotum in- 


flamed, with tenderness along vas and enlargement 
of left inguinal glands. The leucocyte count grad-_ 
ually came down to 9,000. Twenty days after the 
onset of this complication an incision was made 
in the left testicle and pus found. Typhoid bacilli 
were obtained in pure culture and were agglutinat- 
ed by the patient’s serum and the serum of another 
known typhoid case. Patient is still in the ward, the 
wound draining. There is no history of venereal 
infection. Orchitis and epididymitis are compara- 
tively rare complications of typhoid fever, the per- 
centage being about 0.2. Only a few more than 100 
eases have been reported. Some arise from throm- 
bosis of the spermatic veins; in a few the typhoid 
bacilli gain access to the epididymis and testicle by 
way of the vas from the urine, but in the majority of 
eases the source of infection is in the blood. The 
complication occurs most frequently between the 
ages of 15 and 25, appearing late in the disease or 
in convalescence, lasting from 12 to 18 days and 
terminating in resolution although induration and 
atrophy of the testicle or suppuration may occur. 
In the presence of suppuration there is apt to be 


extensive sloughing which practically destroys the 
entire testicle. 


SOME OF THE UNUSUAL FEATURES OF TUBERCULOUS 
MENINGITIS. 


Dr. THomas McCrae: The report deals with a 
ease of tuberculous meningitis in which symptoms 
had existed for eight weeks before death. There 
was a marked variation in the symptoms, the pa- 
tient’s mental condition changing from day to 
day. The eye symptoms were also variable, par- 
alysis being present one day and gone the next. 


Retraction of the head and Kernig’s sign were not 


miliary tubercles, evidently much younger than 
those in the meninges. The source of infection 


/was apparently a tuberculous epididymitis. 


DISCUSSION. 


Dr. M. L. Coptixn: The lesions in the 
gray and white matter of the brain of this case 
were old with distinct caseation. It is possible 
that the extension of infection may have occurred 
from them to the meninges rather than by hema- 
togenous dissemination to the meninges, lungs and 
other organs. I am reminded of one case in which 
there was perfectly clear evidence of at least two 
eruptions of miliary tuberculosis. These were seen 
in the liver in the presence of definitely healed 


‘tubercles, and perfectly fresh granulations with 


absolutely no evidence of any reparative effort. 

Dr. Joseru Satter: I recall the report of a case 
of tubercular meningitis in which after one or two 
years the patient died of some other condition and 
in which healed tubercular lesions were found in 
the meninges. 

Dr. B. F. Stant: In a case reported by a col- 
league some time ago the patient had _ tubercle 
bacilli in the spinal fluid, had all the symptoms of 
meningitis and in addition had tuberculosis of the 
lungs; and, if I remember the case clearly, he had 
a cavity. The patient made a surprising recovery 
from his tubercular meningitis. He was at White 
Haven for four or six months. I saw the patient 
four years after he returned to Philadelphia. The 
development of the disease was entirely arrested 
and the man is now a timekeeper for one of our 
contractors. 

Dr. Davin RiesMan: There came under my ob- 
servation some time ago a woman, stout and healthy 
looking, whose condition presented continuous fever 
with intense headache. There was history of two 
separate attacks of typhoid fever. There was no 
positive Kernig’s sign, but some rigidity of the 
neck. Lumbar puncture showed the spinal fluid 
to be almost typical of tuberculosis. Complete re- 
covery took place. The presence of small tuber- 
culous lesions, it seems to me, is very important 
in the diagnosis of an obscure case which might 
be tubercular meningitis. I recall the cases of two 
middle aged women who seemed to have typhoid 
fever. In the examination of one a little lump was 
discovered in the back, probably the result of an 
old Pott’s disease. Subsequently all the symptoms 
of miliary tuberculosis developed and the patient 
died of that disease. In the second patient the 
picture was definitely that of typhoid fever. She 
had also a little enlargement in the back. This 
together with the headache suggested tubercular 
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meningitis which the condition was subsequently 
proved to be. I feel, therefore, that these small 
lesions, in the intestines, epididymis and in the 
joints are not infrequently the cause of a miliary | 
tuberculosis or tuberculous meningitis. I would 
particularly point out that these little remnants 
of an old and forgotten Pott’s disease are very in- 
teresting in diagnosis. 

Dr. Rosert L. Pitrietp: In a case of menin- 
gitis seen in my service to-day lumbar puncture 
showed tubercle bacilli, diplococci and pneumococ- 
ci. The edema of the face, choked disc and the 
fact that the complete coma was not relieved by 
lumbar puncture led me to think that possibly the 
cause of the comatose condition was a blocking up 
of the foramen of Monro and the overflow of fluid 
into the left ventricle. It occurs to me that this 
case of Dr. McCrae might be due to an accumula- 
tion of fluid as well as to the toxic condition men- 
tioned. 

Dr. A. P. Francine: I have seen three cases 
which developed many of the typical features of 
meningitis which remained for a definite period, 
and in which the diagnosis was made of tubercu- 
lous meningitis in the course of advanced pulmon- 
ary tuberculosis. All three cases cleared up with- 
out evidence of tuberculous involvement of the 
meninges or brain. I, therefore, look upon these 
cases as possibly of nephritic orgin or due to tox- 
emia. I am rather skeptical of a tuberculous men- 
ingitis that recovers. I have seen such so-called 
cases recover, but there has been a complete ab- 
sence of tubercular meningitis. 

Dr. ALFRED STENGEL: One of two cases occur- 
ring to me is that of a woman who has just left 
University Hospital having been brought in with 
marked cerebral symptoms and developing soon 
after a paralysis of her external rectus muscle in 
one eye with marked diplopia. There was retinitis 
with swelling of the nerve head four diopters. 
There were somnolence and various other nervous 
disturbances not terminating in coma. The condi- 
tion had begun with apparently acute infection 
which we eventually discovered to be tuberculous. 
She remained in the hospital for three or four 
weeks. While tuberculous meningitis was not 
demonstrated, its suggestion was very strong and it 
might possibly have been a case of healed tuber- 
culous meningitis. Dr. deSchweinitz who saw the 
case with me, recalled to my mind a case we had 
seen together some years ago in which there were 
all the symptoms of tuberculous meningitis in a 
young boy in whom he had found tubercles in the 
retina. There was complete recovery from the 
meningeal and retinal conditions. These two cases 
suggest to me the possibilities of healed tuber- 
culous lesions on the meninges. 


THE ABDERHALDEN TEST WITH ITS RELATION TO DISEASE 
< OF THE LIVER. 


Dr. JosepH Sater AND Dr. T. G. ScHNABEL: 
Breitmann, having reported the successful applica- 
tion of the Abderhalden test in diagnosing destruc- 
tive disease of the liver, an effort was made to con- 
firm or disprove his statement. In all 43 cases that 
were examined the dialyzing method was used. In 
each case the serum and the substratum were tested 
separately and if free from dialyzable substances 
and negative with the ninhydrin test, they were 
tested together. If, after this a positive ninhydrin 
test was obtained, the result was considered as posi- 


tive. Tests were also made whenever a sufficient 


amount of serum could be obtained with kidney, 
thyroid and placenta substratum, and when possible, 
several tests were made with the liver substratum. 
It was not possible in all cases to verify the diag- 


/nosis by autopsy or operation, but as far as possible, 


only very definite clinical cases of liver disease 
were included under that head. The following re- 
sults were obtained: 

Five cases of secondary malignant disease of the 
liver, all strongly positive. 

Two cases of cholelithiasis; one strongly positive, 
and one faintly positive. 

One case of cholecystitis with adhesions and jaun- 
dice, moderately positive. 

Five cases of atrophic cirrhosis; all probably al- 
coholic; two- were moderately positive; two, very 
strongly positive and one negative. 

Four cases of passive congestion of the liver sec- 
ondary to cardiorenal disease, all strongly positive. 
Two cases put down as enlarged liver, positive. 

One case put down as suspected liver disease 
without definite symptoms, faintly positive. 

Three cases of syphilitic cirrhosis with positive 
Wassermann’s, all positive. One of these was posi- 
tive after the injection of salvarsan. 

Two cases of hypertrophic cirrhosis, both positive. 

The control with serum of a supposedly normal 
person gave a very faintly positive reaction with 
both liver and kidney substratum. 

One case of renal insufficiency one week after in- 
duced abortion gave a strong reaction with liver,. 
strong reaction with thyroid and intensely strong 
reaction with placenta. 

Another case of supposed puerperal infection gave- 
a strong reaction with placenta, but none with 
either liver or thyroid. 

In a case of suspected pregnancy, afterwards 
proven not to be, there was no reaction with either: 
tissue. 

In two cases of lobar pneumonia the serum of 
both showed dialysable substances and gave a posi- 
tive reaction with ninhydrin. 

In one case of myxedema a very faint reaction 
was obtained with liver substratum but with no. 
others. 

In one case of known pregnancy there was no re- 
action with liver tissue, faint reaction with thyroid,. 
and strong reaction with placenta. 

In a case of malaria there was a strong reaction 
with liver tissue, with kidney tissue, and with thy- 
roid tissue. 

Case of multiple serositis there was a faint reac- 
tion with liver, thyroid and placenta. 

In a case of recurrent alopecia, which had been 
diagnosed by two other physicians as disturbance of 
the thyroid gland, there was no reaction with any 
substratum. 

On the whole the results indicated that the reac- 
tion was positive in the majority of known cases of 
liver disease and occasionally positive in cases not 
known or supposed to have liver disease, and in 
which the complete demonstration of a normal liver 
naturally could not be made. 


DISCUSSION. 


Dr. L. We have used the Ab- 
derhalden test at the University Maternity for the 
last few years. From our experience and from the 
various reports upon the test it would seem that 
the underlying principle had not been fully worked. 
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eut. For that reason, when one takes up such di- 
verse pathological conditions as are seen in disease 
of the liver, great caution should be used in reading 
the results obtained. 

Dr. Davip Riesman: Results obtained by Drs. 
Sailer, Schnabel and Williams show that as a bio- 
logical fact the Abderhalden theory is indisputable. 
In its clinical application, however, confusion has 
apparently been wrought by a number of writers 
who have obtained contradictory results and dis- 
credited the theory. 

Dr. Satter, closing: Our work was partly un- 
dertaken as the result of Breitmann’s investiga- 
tions. Whether subsequent results will be equally 
satisfactory it is impossible to tell. It is clear, I 
think to all clinicians, that diagnosis of liver con- 
ditions is in the most unsatisfactory state aside 
from certain well marked clinical conditions easily 
recognized. I think it can be said of the very con- 
siderable amount of work involved that we have set 
the subject rather fully before the medical profes- 
sion, and that the results suggest that under certain 
conditions the Abderhalden test may in the future 
have an established value in certain morbid condi- 
tions of the liver. 


THE DIAGNOSIS BETWEEN PRIMARY AND SECONDARY 
ACUTE CARDIAC PICTURES. 


Dr. Rosert N. Wittson: It is with a full appre- 
ciation of the intimacy of the confidence imposed 
upon the consultant and of the restrictions limiting 
the ownership of clinical data acquired in such re- 
lation that I venture to sketch briefly four cases 
seen in conference with medical friends, the study 
of which and of similar cases has led me to attempt 
to formulate a working scheme for the discrimina- 
tion between primary and secondary acute cardiac 
clinical syndromes. The paper discusses briefly 
such acute cardiac pictures as appear in neurotic 
states, in gastrointestinal toxemias, in the pneu- 
monias, in tuberculosis, in hyperthyroidism, in 
drug intoxications and other systemic embarrass- 
ments tending to obscure the real causal factor and 
to over emphasize the heart. The question asked 
me in clinic “How does it happen so often that the 
first signs of a pulmonary tuberculosis are heart or 
stomach symptoms” graphically defines the aim and 
the limitations of this study. There are two gen- 
eral conditions in which discrimination is difficult, 
and two cardinal principles upon which it appears 
to me rational to base our procedures. The first of 
the general conditions is exemplified in a patient 
experiencing cardiac symptoms in the presence of, 
though not necessarily due to, organic muscular or 
valvular disease of the heart. The second may be 
noted in one suffering from a cardiac syndrome in 
the entire absence of a recognized antecedent lesion, 
and perhaps in the presence of a heart normal here- 
tofore, and still normal under ordinary circum- 
stances. The first and best method I could suggest 
would be a deliberate and complete ignoring of the 
heart in the preliminary, physical examination, and 
a studied effort to explain doubtful symptoms on 
other grounds than those of cardiac disease. Fail- 
ing in this, and forced at length to consider the 
heart as the erigo et fons mali, I would propose as 
the second essential in the diagnosis a still further 
reluctance to attribute more of importance to the 
cardiac disease than is its due, and a continual re- 
membrance of the intimacy of the interrelation be- 
tween the heart and every other of the thoracic and 
abdominal viscera, also the brain, and the influence 


of this interrelation upon the symptoms arising 
from these organs. The lungs expand from the 
apex downward and carry the heart downward and 
the consequent interference with the veno-auricular 
flow is a far more vital menace than any mere me- 
chanical obstruction in the pulmonary tissue. The 
bacteriemias and toxemias, however, and not the 
consolidations and congestions are the vital factors 
threatening the heart. Because of this fact both the 
myocardium and the gastric mucosa offer their 
early complaint in tuberculosis and pneumonia, and 
for the same reason, not infrequently, the cardiac 
or the gastrointestinal picture dominates the course 
of the pulmonary disease. Our first step, therefore, 
is directed toward the exclusion of primary pul- 
monary disease. Next in the order of important 
causes of secondary cardiac disabilities is the effect 
of gastrointestinal toxins. A mechanical factor in 
the form of tympanites may further embarrass the 
involved heart. Not infrequently acute renal or 
pulmonary conditions are contributory factors. The 
thyroid and pituitary disorders, the adrenal affec- 
tions, the grave anemias, acute infectious diseases 
are to be considered. The point to be emphasized 
is, that a heart free from antecedent disease, may 
protest so vigorously concerning its vicarious dis- 
tress that attention is diverted from the true eti- 
ology and treatment invited unavailing and detri- 
mental. The second method of discrimination be- 
tween the two pictures is the weighing of the influ- 
ence of a known organic cardiac disease against the 
symptoms due to incompetency of other organs. All 
insufficiencies of the lungs, liver, kidneys, or gastro- 
intestinal tract directly dependent upon cardiac dis- 
ease, are properly a part of the primary cardiac pic- 
ture. 

There must be, however, sharp differentiation 
between symptoms attributable to an old valvular 
lesion with its accompanying myocardial degenera- 
tion, and lesions of intereurrent infectious pneumo- 
nia; between the syndromes of rheumatic endocar- 
ditis and myocarditis and the cardiac symptoms of 
an intercurrent gonorrhea, and distribution of the 
responsibility of symptoms in the coincidence of 
persistent influenzal pneumonitis or apical tubercu- 
losis, and “rheumatic” or syphilitic organic cardiac 
disease. Careful history taking is an absolute essen- 
tial. Study of the blood pressure, especially with 
respect to excessive pulse pressure or a cardiac over- 
load, will often avoid the misinterpretation of an 
organic myocardial disease. We must by every ration- 
al endeavor avoid laying upon the heart an etiologic 
overload in the form of secondary symptoms. 


Book Reviews. 


Dissection Methods and Guides. By Davip 
Grece Metrueny, M.D., L.R.C.P., L.R.CS. 
(Edin.), L.F.P.S. (Glas.). Philadelphia and 
London: W. B. Saunders Company. 1914. 


This monograph by a Scottish anatomist is 
a manual of method and technic in dissection, 
intended to bridge the gap between the descrip- 
tive textbook and the laboratory. It aims to 
teach the student how to dissect, not what he is 
to discover by dissection. The work is illus- 
trated with 12 plates representing lines of in- 
cision. It is a useful contribution to the peda- 
gogie literature of anatomy. 
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THE LABOR CLEAN MILK BILL. 


THE Legislative Committee of the State 
Branch of the American Federation of Labor has 
introduced at the present session of the Massa- 
chusetts Legislature a clean milk bill (Senate 
No. 78), which is very simple and direct. Ex- 
pressed in a few words, it seems to cover the most 
important defect in our milk health laws. The 
provision that no person shall be prosecuted un- 
til he has first had a warning notice, makes it 
absolutely fair to the handlers of milk and ought 
to make it satisfactory to them. The bill covers 
milk produced or handled out of the state to be 
sold in this state, which after all should be the 
main object of our protective legislation, both 
from the point of view of the public health and 
from that of fair competition for Massachusetts 
producers. 

The Federation has also recommended an ap- 
propriation to make the law effective, which we 
understand will call for $35,000 ‘‘for the inspec- 
tion of out-of-state dairies whose milk is sold in 
Massachusetts.’’ This will enable the State De- 


partment of Health to maintain ten inspectors 
on the out-of-state dairies. The plan is to give 
| up the out-of-state inspection by the six dairy in- 
/spectors of the City of Boston and have the 


Commonwealth do this work for all the cities 
and towns of the state. At present this work is 


| incompletely done, and with few exceptions the 


| only out-of-state inspection is that of the City 
of Boston. It is not fair financially for Boston 
to pay for inspection which accrues to the bene- 
fit of many other places. Under the new bill the 
out-of-state inspection will be more complete and 
will remove the injustice to Boston. In any 
event, Boston will pay one-third of the cost, as it 
does in all state expenditures. 

The state-wide jurisdiction of the State De- 
partment of Health will give it a very great ad- 
vantage over local boards so far as out-of- state 
work is concerned, 

We recommend that all the various organiza- 
tions which have been active in support of milk 
legislation during the last few years should this 
| year give up their own particular bills and sup- 
port the Labor Clean Milk Bill, in the interest of 
an early solution of the milk problem. The text 
of the bill is as follows :— 


Section 1. Whoever, himself, or by his agent, 
shall sell or have in his possession with intent to 
sell or deliver to any person for purposes of sale 
| Within the state, milk, skimmed milk or cream 


~ | produced or handled inside or outside of the 


state in insanitary, unclean or unhealthful sur- 
roundings, or by insanitary, unclean or un- 
healthful methods, shall be punished by a fine 
of not more than three hundred dollars or by 
imprisonment for not more than thirty days, or 
by both such fine and imprisonment in the dis- 
cretion of the court. No person shall be liable 
to prosecution under this act unless he has first 
received a warning notice from the state depart- 
ment of health prohibiting him from selling such 
milk, skimmed milk or cream. The District, Mu- 
nicipal and Police Courts shall have jurisdiction 
'in equity upon the application of the State De- 
| partment of Health or of a local board of health 
to enjoin the sale of such milk, skimmed milk or 
cream.”’ 


This bill is a substitute for the more elaborate 
and comprehensive Ellis Milk Bill which has for 
several years past been defeated before the legis- 
lature and which has been given up by its pro- 
ponents after consultation with the labor inter- 
ests. The bill as it stands is endorsed by many 
local country boards of health. Essentially the 
same measure without the modifying clauses 
about notification and jurisdiction in equity is 
already a law in thirty-five states of the Union, 
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including the largest. Communications from the daytime during four days in the week, and 
several of these states show that there has been “uring one evening in the week, this latter pro- 
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no difficulty in enforcing the law. <A letter from 
the chief of the division of creameries and dai- 
ries in one such state says in part :— 


‘In the several instances in which it has been 
necessary to prosecute dairymen for ‘insanitary, 
unclean or unhealthy methods,’ we have never 
failed to win a ease, except where a jury com- 
posed of the friends of defendant rendered a 
verdict through sympathy. This happened in 
one or two instances several years ago and the 
cases were not appealed. Consequently, we 
have no ruling of the higher courts on these 
eases. During the past eight years, the few 
eases which we have brought have been decided 
in favor of the state on the testimony given by 
experts in this department. It usually happens 
that the courts here are in entire sympathy with 
our procedures, and they have frequently in- 
structed juries to find verdicts in our favor. 

‘‘The use of the score card in our dairy in- 
spections aids us very much, as each item of the 
dairy management is recorded and the inspector 
is enabled to explain to the court his reasons for 
allowing a small score on any item contained on 
the eard.’’ 

Though perhaps not ideal, the Labor Clean 
Milk Bill seems an adequate and desirable meas- 
ure, and physicians who approve it are urged 
to write to their senators and representatives in 


its behalf. 


LOCAL CARE OF ADVANCED 
TUBERCULOSIS. 


By the legislative act of 1911 it was required 
that each town in this Commonwealth of 10,000 
inhabitants, or over, must make local provision, 
either by the building of a dispensary or by ar- 
rangement with adjacent towns, for the care of 
tuberculates among its population. Certain 
towns and many of the larger cities had already 
made such provision and others within a short 
time complied with the requirements of the act. 
There still remained, however, a number of com- 
munities coming within the provisions of this 
law which have made no such provision or ar- 
rangement. 

In 1914 an amendment to this law was passed, 
giving the state health authorities power to es- 
tablish a standard for such tuberculosis dispen- 
saries, and at that time the following require- 
ments were outlined for these institutions :— 


‘*The tuberculosis dispensaries shall be open in 


vision to take care of men who have to be at 


their work during the whole day. There shall 
be a physician competent to diagnose and to 
treat both ineipient and more advanced cases of 
tuberculosis. There shall be a nurse, whose duty 
will be to serve the local eases; and eventually, 
_if not in all eases at first, a social worker, whose 
business it will be to keep in touch with pa- 


tients discharged from state sanatoria either 


-eured or with the disease arrested.’’ 

| Four years have now passed since the enact- 
ment of the original legislation but there still 
“remain eighteen of the thirty-five cities in 
_Massachusetts without tuberculosis hospitals of 
their own. Most of these cities send some of 
their patients to other neighboring cities. Of 
the eighteen cities without tuberculosis hos- 
pitals, five have taken no action whatever to- 
wards complying with the action, two have 
merely appointed a committee which has taken 
no action. In the remainder, apparent intention 
to comply with the requirement has progressed 
to varying stages of incomplete accomplishment. 
These eighteen cities without tuberculosis hos- 
pitals are Attleboro, Beverly, Brockton, Chel- 
sea, Everett, Gloucester, Lowell, Malden, Marl- 
boro, Medford, Melrose, Newburyport, Newton, 
North Adams, Quincy, Revere, Taunton and 
Woburn. Seventeen large towns are similarly 
unprovided for. Seventeen of the thirty-five 
cities in the state either have their own hospital 
or have made arrangement with a private local 
hospital. These seventeen cities having suitable 
tuberculosis facilities are Boston, Cambridge, 
Chicopee, Fall River, Fitchburg, Haverhill, 
Holyoke, Lawrence, Lynn, New Bedford, Pitts- 
field, Salem, Somerville, Springfield, Waltham, 
Westfield and Worcester. There is one county 
hospital in Hampshire and a bill (Senate No. 
10) is at present pending before the General 
Court to provide permission for the establish- 
ment of a similar hospital in Barnstable County. 


It is obvious that there is still a considerable 
part of the population of this Commonwealth un- 
provided with proper local accommodation for 
patients with tuberculosis, and it is urgently de- 
sirable that this deficiency should be made good 
as speedily as may be. Three methods are avail- 
able by which any community may comply with 
the provisions of the act. Any city may build 
and maintain a hospital of its own; or it may 
arrange by contract with a private hospital for 
beds and eare sufficient to accommodate its indi- 
gent advanced cases; or it may combine with 
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neighboring communities in maintaining a joint practice of vivisection. Dr. W. B. Cannon, Dr. 


hospital sufficient for the care of tuberculates 
within those communities. It was the original 
intention of this act to provide thus for the local 
care of advanced cases, the incipient and curable 
cases to be taken for more expert sanatorium 
treatment at the state hospitals. The problem of 
caring adequately for tuberculosis, of affording 
the opportunity of cure for those in the early 
stages, and of protecting the public against 
advanced cases, which are the principal dissemi- 
nators of the infection, is one of the most im- 
portant and one of the largest problems of pub- 
lic health which confronts civilization at the 
present day. Its solution cannot be expected 
until every community does its local part in such 
a well-laid and carefully detailed plan for 
action. 


ANTI-VIVISECTION LEGISLATION. 


THE usual annual legislative anti-vivisec- 
tion agitation is at present being made in behalf | 
of a bill now pending before the Massachusetts | 
General Court forbidding the performance of. 


any animal experiment on dogs. The text of this | 
bill is as follows :— | 


‘‘Section 1. It shall be unlawful to perform) 
any physical or psychological experiment of a 
nature causing or likely to cause suffering, pain 
or disease to any living dog, for any purpose 
whatsoever, whether with or without anesthetics. 
This act, however, is not to be construed as in- 
terfering in any way with ordinary medical or 
surgical measures designed to restore to health 
or relieve from pain the animal under treatment. 

‘*Section 2. Any person performing or assist-. 
ing or taking part in performing any such ex- 
periment on any dog, in violation of this act. 
shall be punished for the first offence by a fine 
of not less than $50 nor more than $200, and for 
the second offence shall be punished by impris- 
onment for not more than one year, or by a fine 
of not less than $200, or by both fine and im- 
prisonment.”’ 


Theobald Smith, Dr. Langdon Frothingham, 
Dr. Reid Hunt, Dr. Elliott P. Joslin, Dr. David 
L. Edsall and Dr. Harvey Cushing appeared as 
opponents of the measure. Dr. Frothingham 
pointed out that the bill as it stands would 
prevent veterinarians from experimenting upon 
dogs, and Dr, Cushing emphasized the misinter- 
pretation habitually placed by anti-vivisection- 
ists upon the technical reports of animal ex- 
periments. Further consideration of the ques- 


‘tion was deferred to a later meeting of the 


committee. 


It is hardly necessary to call attention to the 
undesirability of such legislation, which, like all 
measures of its kind, is inspired by the most hu- 
mane though mistaken motives and in reality 
will prevent no avoidable suffering and would 
seriously hamper legitimate animal experimenta- 
tion. 


IMMIGRATION OF THE INSANE AND 


MENTALLY DEFECTIVE. 


In another column of this issue of the Jour- 
NAL we publish in full a copy of the statement 


| presented before a hearing given on January 22 


on the immigration bill (House 6060), then 
pending before the National Congress. This 
statement relative to proposed amendments in 
this bill, relating to the exclusion and deporta- 
tion of insane and mentally defective immi- 
grants, was made on behalf of a delegation rep- 
resenting numerous state boards of insanity, the 
National Committee for Mental Hygiene, and 


other national and local organizations for psy- 


chiatry and mental hygiene. This delegation 
made clear that its appearance was not in behalf 
of the illiteracy test, but to point out the im- 
portance of provisions relating to the exclusion 
of insane and mentally defective. The members 
of the delegation represented that the amend- 


|ments which they suggested should be included 
A large petition has already been circulated in | in the bill as measures dealing with administra- 
behalf of this bill, which was presented at a'tive matters of public health. Whatever indi- 
hearing before the committee on legal affairs on vidual opinion may be upon the subject of immi- 
February 18. _ gration, it seems clear that the importance of 
At this hearing a number of advocates of controlling the increase in the number of our 
the measure advanced the usual anti-vivisection | alien insane and defective by some such measures 
arguments, with others based on the present|as those advocated in this statement should be 
European War, which they attributed to the| made the subject of further earnest legislative 
brutalization of some of the contestants by the | efforts by the medical profession. 
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LOCATION OF METALLIC SUBSTANCES 
IN THE TISSUES. 


ForREIGN medical journals have recently con- 
tained numerous publications of new radio- 
graphic and other methods for locating metallic 
foreign bodies in the tissues. In another column 
of this issue of the JouRNAL we publish a lead- 
ing original article by Dr. Monks presenting a 
preliminary report of his new and ingenious 
method of employing magnetism for this pur- 
pose. Personal demonstration of this method 
carries conviction of its feasibility and prac- 
tical value and we take pleasure in calling the 
attention of the profession to this new and 
valuable device of surgical technic, 


MEDICAL NOTES 


New York DeatH Ratres.—The most note- 
worthy feature of the mortality during the past 
week was the great increase in the number of 
deaths of infants under one year of age, there 
being 262 deaths recorded at this age group, the 
increase being confined to the boroughs of Man- 
hattan and The Bronx, and being probably due 
to an increased mortality among infants from 
pneumonia and diarrheal diseases. At all ages 
above five years the mortality was considerably 
below that of the corresponding week in 1914. 

There were seven less deaths reported during 
the past week than in the corresponding week of 
1914, and a lower death rate by .62 of a point, 
which, taking into consideration the increase in 
population, is equivalent to a decrease of 69 
deaths during the week. 

Seven weeks have now elapsed since the first 
of January, 1915, and the death rate for that 
period is 13.92 per 1000 of the population, which 
is .67 of a point less than the rate in the corres- 
ponding period of the year 1914. 


RECEPTION TO GENERAL GorGAs.—Surgeon 
General Gorgas, of the United States Army, 
was tendered a reception and banquet at the Ho- 
tel McAlpin, New York, on the evening of Feb- 
ruary 6th, by the New York Division of the 
Medical Reserve Corps. In addition to the mem- 
bers of the Association, a large number of regu- 
lar medical officers were present, including 
Colonels Maus, Richard, Brechemin, and Brad- 
ley. Dr. Reynold Webb Wilcox, president of the 
Association, was toastmaster, and the speakers, 
other than the guest of the evening, were 
Colonels Maus and Richard, Drs. John A. 
Wyeth, George H. Fox, and W. M. Brickner. 
General Gorgas, in the course of his remarks, 
stated that the Army has supplies at present 
to take care of 400,000 men in the field. 
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CuHIcAGO TUBERCULOSIS SANATORIUM.—On 
February 16, the new Chicago Municipal Tuber- 
culosis Sanatorium was formally dedicated with 
appropriate exercises. It already provides ac- 
commodation for 650 patients and will event- 
ually accommodate 950, The buildings have 
been erected at a cost of $2,400,000. 


BuBonic PLAGUE IN Havana.—Reports from 
Havana on Feb. 13 and 17 state that three cases 
of bubonic plague have recently been discovered 
in that city, all of which have already died. All 
wharves and houses near the water front have 
been disinfected and rigorous search for infected 
rats has been instituted. 


Epizoétic oF Foor anp Mourn DisgEAsE.—Re- 
port from Peoria, Ill., on February 10 states that 
thirty-five new eases of foot and mouth disease 
have recently been discovered in Peoria County. 
The infected cattle have been killed and the 
quarantine of this county has been restored. 

On February 2, the Kansas Legislature voted 
an emergency appropriation of $20,000 to carry 
on a campaign against foot and mouth disease 
in the four counties of that state which are still 
under federal quarantine. 

On February 15, the East Buffalo stockyards 
were again placed under complete quarantine. 
On the same date the United States Department 
of Agriculture extended the quarantine area so 
as to include all the territory east of the Mississ- 
ippi and north of Tennessee in a restricted area 
out of which no shipments of livestock to the 
south or west will be permitted, except for 
slaughter within 48 hours. The Department 
issued the following statement explanatory of 
this action :— 


‘The recent discovery of a few cases where 
cattle, shipped from areas where the disease had 
existed, carried it to previously uninfected sec- 
tions, such as four counties in Kansas, convinced 
the Department that no precautions will make 
such shipments absolutely safe. The new meas- 
ure, it is said, should confine the disease to re- 
gions in which it has already made its appear- 
ance and in which the work of eradicating it will 
be pushed as before. 

‘*In this restricted territory, livestock may be 
moved freely to other points within the same 
territory, but cannot pass beyond the limits of 
the quarantined area, except for immediate 
slaughter. The regulations governing the area 
known respectively as closed, exposed and modi- 
fied, remain practically the same as before.’’ 


Ripert Prize.—It is announced by the Royal 
Academy of Medicine at Turin, Italy, that the 
thirteenth Riberi prize of the value of $4,000 is 
offered for the best work of medical research pre- 
sented before December 31, 1916. Further in- 
formation may be obtained from Dr. V. Oliva, 
secretary of the Academy. 


| 

| 


312 BOSTON MEDICAL AND SURGICAL JOURNAL [FEBRUARY 25, 1915 


INFANT Morvtauity IN AN ENGLISH City.—A | 
recently published annual report of the public, 
health officer of Huddersfield, England, records | 
the data of infant mortality in that town for' 
1913. Huddersfield is a typical manufacturing 
city with a population of about 111,000, increas- 
ing at a rate of about 1% per annum. The 
density of population is about ten to the acre. 
The mortality rate from all causes in 1913 was 
14.77, which was .71 below the average for the 
preceding decade. The marriage rate was only 
8.35 per thousand and the birth rate only 19.5, 
a decrease of one-half since 1872 and one-quar- 
ter since 1902. In the same year the death rate 
of Boston was 16.1 and the birth rate 26.17. The’ 
infant mortality of Huddersfield in 1913 was 
103 per thousand, the average for the 96 largest 
cities of England and Wales being 117. The 
most frequent causes of infant death in Hud- 
dersfield are prematurity and bronchitis, where- 
as in Boston diarrheal disease and prematurity 
rank foremost. 


PREVALENCE OF MENINGITIS AND POLIOMYE- 
Litis.—During the month of December, 1914, 39. 
cases of cerebrospinal meningitis and 7 of polio-| 
myelitis were reported in New York State. Dur- 
ing the same month 10 cases of poliomyelitis oc- 
curred in Mississippi. 


EvuropEAN War Nores.—Report from Venice 
by way of London on February 13, states that 
during the first week of February there were 
423 cases of typhus fever in Austria and that 
small-pox is spreading in epidemic form in 
Vienna, 

Report from Washington on February 9 states 
that the Russian Government has refused to per- 
mit an American expedition from Pekin, China, 


ing the fortnight ended January 2, 234 rats were 
killed and examined at Liverpool but none was 
found to be infected. When certain precautions 
have been consistently carried out by vessels 
from the moment of arrival until that of de- 
parture, a certificate as to the precautions taken 
to guard against the introduction of rats on the 
vessel during its stay at Liverpool is issued. 
**The first step taken is to secure a notification 
of the arrival of a vessel which is, so to speak, 
a candidate for such a certificate, prior to its 
reaching the dock. If such a warning is not 
given which will allow an inspection immediately 
on the arrival of the vessel no certificate can be 
obtained, as notifications after the arrival of a 
ship are not acted upon. All of the regular 
steamship lines understand this, and no difficulty 
is experienced in receiving notification in due 
time to admit of the inspector ascertaining by 
his own visit to the dock what precautions are 
instituted. The requirements are: That a vessel 
be kept at least six feet away from the quay at 
all times; that rat guards be placed on all lines 
connected with the ship, and that the said guards 
shall be of an adequate character; that all 
lighters alongside the vessel shall be a sufficient 
distance from the upper part of the ship’s first 


deck to render it impossible for a rat to trans- 


verse the intervening space, and that all ropes 


/connecting said lighters shall be properly guard- 


ed, or shall be light lines so small as to make 
their use by a rat impossible. 

The inspector visits each ship in port which 
is held under observation on an average once 
each day, and at irregular hours, and a record of 
each visit, with a note as to his findings, is made 
in a permanent record book. 

Just prior to the proposed sailing of a vessel 
the owners or responsible agents submit a state- 
ment in writing as to the steps that have been 


to engage in relief work among the German and| taken to guard against the entry of rats to the 
Austrian prisoners in Siberia. It has, therefore, ship. If this statement agrees with the daily 
been decided that a portion of the American) record of the inspector it is indorsed by the con- 
supplies furnished by the American Red Cross| sular officer issuing the bill of health showing 
shall be turned over to Russian military au-| that it is correct, and the same is attached to the 
thorities for use in prison camps. Two Ameri-| bill of health. Indorsement is also made on the 
ean physicians have volunteered to go to Siberia! bill of health.’’ 
with these supplies if the Russian Government : 
grants permission. On February 19 the total of the New York 
Report from Washington on February 12 Belgian Relief Fund amounted to $932,684.28 ; 
states that the French foreign office has re- the New York Red Cross Fund to $460,060.47; 
quested that one of the American Red Cross the American Jewish Relief Fund to $482,952,- 
Units at Pau be transferred to Dunkirk or some 13; the American Ambulance Hospital Fund to 
other point in the northeast. In view of the, $326,870.86; the Committee of Merey Fund to 
number of serious cases now under care at Pau, $118 804.92; and the Prince of Wales Fund to 
however, it has been decided by the American $109,893.49. 
Red Cross to authorize the offer of another hos-| On February 20 the total of the New England 
pital unit for service in France at Dunkirk or Belgian Relief Fund amounted to $217,923.93; 
elsewhere, the unit at Pau being retained at its Massachusetts Red Cross Fund to $110,098.12; 
present post. ‘the American Polish Relief Fund to $22,874.97; 
The weekly bulletin of the United States Pub- the Jewish Relief Fund to $36,508.21; the Brit- 
lie Health Service for February 5 records great|ish Relief Fund to $19,916.84; the Lithuanian 
activity in plague prevention at Liverpool, Eng-| Relief Fund to $10,333.49, and the Boston 
land, where much apprehension is felt of the in-' Branch of the American Ambulance Fund to 
troduction of the plague during the war. Dur- | $54,006.45. 
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BOSTON AND NEW ENGLAND, 

ANGELL MeEMorIAL ANtMAL Hosprrau.—lIt is 
announced that the formal dedication of the 
new Angell Memorial Animal Hospital, of which 
a full deseription was published in the issue of 
the JourNAL for January 21, will take place on 
Thursday afternoon, February 25, between two 
and five o’clock. 


MASSACHUSETTS SCHOOLMASTERS’ CLuB.— At a 
meeting of the Massachusetts Schoolmasters’ 
Club in Boston on February 12, Dr. Richard C. 
Cabot of this city spoke on the subject of 
‘‘Health from the School Standpoint,’’ and 
urged the establishment of school clinies for the 
education of pupils in practical hygiene. Dr. 
Thomas F. Harrington, director of the depart- 
ment of hygiene of the Boston public schools, 
presented a series of results from statistical ex- 
aminations of Boston school-children and urged 
that the matter of health in the schools should 
be regarded as an educational problem. Dr. 
David Snedden of the Massachusetts state board 
of education and Dr. Thomas A. Storey, director 
of the department of hygiene of the College of 
the City of New York, also spoke in favor of 
public school health education. 


MAssacuuserts Statistics 1x 1914.—A 
recent report of the Massachusetts Secretary of 
State records in preliminary form the vital sta- 
tistics of this Commonwealth for the year 1914. 

‘““The report shows that there were 31,403 
marriages and 91,644 births in the state last 
year, an increase of 505 marriages and 1,762 
births over 1913. 

‘‘Last year 59,564 persons died in Massachu- 
setts, a decrease of 1,122 as compared with 1913. 
The births in 1913 thus exceeded the deaths by 
more than 32,000.”’ 


Foor anp MoutH DisEAsE IN New ENGLAND.— 
Simultaneously with the recurrence of foot and 
mouth disease in several of the Western States, 
as previously noted in this issue of the JouRNAL, 
there has been a recrudescence of the epizootic of 
this infection in Massachusetts and other New 
_ England States. The outbreak of last fall in- 

volved 32 cities and towns and nearly 1,200 eat- 
tle of this commonwealth. The present out- 
break, which has been in progress since Febru- 
ary 1, already involves eight cities and towns 
and 249 eattle, of which 181 have already been 
slaughtered. Of the cases thus far reported there 
have been 10 in Chicopee, 25 in New Braintree, 
24 in Oakham, 19 in Southboro, two in Spring- 
field, 82 in Waltham, 22 in Watertown and 65 
in Worcester. In Rhode Island new cases have 
been discovered at Smithfield and Pawtucket. 
It has not been determined how the infection has 
been reintroduced into the New England States, 
but its discovery has been prompt, the machin- 
ery for dealing with it ready and the rigorous 
methods of quarantine and slaughter instituted, 


should bring this epizodtic to a much speedier 
end than its predecessor with a minimum de- 
struction of property. 


Miscellany. 


AMENDMENTS IN THE IMMIGRATION 
BILL (H. R. 6060) WHICH RELATE TO 
EXCLUSION AND DEPORTATION OF 
INSANE AND MENTALLY DEFECTIVE 
IMMIGRANTS* 


THE gentlemen for whom I have the honor to . 
be the spokesman desire to bring to your atten- 
tion certain provisions in the immigration bill 
which relate to insane or mentally defective 
aliens and to state very briefly the reasons for 
these amendments to the present immigration 
law. There are no other provisions in this bill 
which, in our opinion, are of greater importance 
than these or likely to prove more beneficial to 
the people of this country if enacted into law. 

Those whose views I wish to present are the 
chief executive officers of boards which have to 
do with the care of the insane and the mentally 
defective in the following states: Massachusetts, 
Rhode Island, New York, New Jersey, Pennsyl- 
vania and Maryland. In the public institutions 
of these six states are to be found nearly three- 
fourths of all the insane or mentally defective 
immigrants who are receiving public care in this 
country. In addition, I desire to speak for the 
following national or state societies devoted to 
the study of insanity and mental deficiency, the 
promotion of the care of those suffering from 
these conditions, or the prevention of mental dis- 
eases; the National Committee for Mental Hy- 
giene, the American Medico-Psychological Asso- 
ciation, the American Genetic Association, the 
Committee of One Hundred on Public Health, 
the New York Psychiatrical Society, the Mental 
Hygiene Committee of the New York State 
Charities’ Aid Association and the Eugenics 
Record Office. Properly accredited representa- 
tives of each of these State Boards and of each of 
these societies are in this room. Although what 
I have to say has the unqualified endorsement of 
all these gentlemen, each is ready to speak for 
his own State or for his own organization and to 
give any specific information which you may de- 
sire. 

The states whose representatives are here to- 
day are literally staggering under the burden of 
caring for their insane. There are in all public 
institutions approximately 200,000 insane per- 
sons—a number exceeding the number of stu- 
dents enrolled in all the colleges and universities 
in this country. If all the states had provisions 
comparable with those existing in the most ad- 


* Presented by Dr. Stewart Paton on behalf of a delegation repre- 
senting State Boards of Insanity and national and local organiza- 
tions for psychiatry and mental hygiene. 
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vanced ones, thre would be more than 300,000 
insane patients in the hospitals today. If there 
were added those in whom serious mental dis- 
ease exists but is unrecognized, the number un- 
der treatment would reach half a million. 

To this great number 60,000 new patients,— 
an army nearly as large as our regular army— 
are added every year. The cost of conducting 
the institutions in which this vast number of 
persons is cared for is so great that in several 
states it is exceeded only by the amount ex- 
pended for education. In New York, the ex- 
penditures for the insane are one-fourth of the 
total annual appropriations of the state. Even 
with these great sums devoted to the care of the 
insane of the United States much remains to be 
done. In many states large numbers of these 
sick persons are not yet delivered from the 
misery and degradation of jails and almshouses 
and in very few states is our duty to the most 
unfortunate of the community’s wards fully dis- 
charged. In the case of the mentally defective 
existing provisions are still more inadequate. It 
has been estimated by careful students of the 
subject that only 10% of all the feeble-minded 
are in suitable institutions. The others are un- 
justly confined in prisons and reformatories, in- 
adequately cared for in almshouses or at large 
in the community, often a menace to the morals 
and to the safety of others and more often them- 
selves the victims of greed or lust. Enlightened 
states are keenly aware of the importance of solv- 
ing the great problem of providing for the men- 
tally defective, but the magnitude of the task is 
such that our legislatures are reluctant to under- 
take it. 

What can be said of the intelligence of a 
country which, just awakening to this vast prob- 
lem and just stirring itself to deal with it, fails 
to take every necessary precaution to prevent the 
task being rendered still more difficult by a large 
and steady influx of the insane and the mentally 
defective of other lands? In requesting that 
Congress provide us with an immigration law 
under which the insane and mentally defective 
can be excluded, we cannot be accused of inhu- 
manity. The gentlemen whom I represent are 
devoting their lives to the welfare of these per- 
sons. They are engaged constantly in the en- 
deavor to render relief to those suffering from 
mental diseases more effective and more humane 
than it is at present, but when they see their in- 
stitutions so over-crowded that patients have to 
sleep on the floors of wards and corridors, when 
year after year they see their charges suffer 
through the reluctance of legislatures to grant 
the great appropriations needed for proper care 
and treatment, and when they realize that the 
beds occupied by aliens could be filled at once 
by citizens waiting for treatment, can they be 
blamed for asking for better provisions in the 
immigration law? Aliens and citizens share 
alike in this great humanitarian work, but. need 
this half-loaf be divided? 
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The states which I have named receive their 
population chiefly through immigration. The 
number of immigrants who come to New York 
State to settle permanently every year is greater 
than the number of babies born. The application, 
through eugenics, of the facts learned by the 
scientific study of human heredity will doubtless 
make it possible in years to come to cut off de- 
fective strains so that fewer babies who have in- 
herited the mental defect of their parents will 
be born, but how weak are efforts in this direc- 
tion compared with the enormous need! It is in 
the elimination of the insane and the mentally 
defective from the great tide which flows 
through Ellis Island that the most practical and 
humane field for the control of insanity and 
feeble-mindedness in this country is to be found. 

It may be said that the present immigration 
law excludes the insane and mentally defective. 
In reply I have only to say that, under the 
present immigration law, our public institutions 
have been filled with the alien insane. There are 
serious defects in the immigration law and these 
defects have long been recognized not only by 
those who eare for the alien insane and mentally 
defective in the public institutions of this coun- 
try but by the medical authorities actually en- 
gaged in the examination of immigrants at our 
ports of entry. The amendments which I will 
read are endorsed not only by the state boards 
and medical organizations which are represented 
here today but by every national medical organi- 
zation which is interested in psychiatry and by 
more than twenty state and local medical organi- 
zations. 

They were framed with the constant guidance 
of experienced medical officers of the gavernment 
service, who had discovered the inadequacies of 
the present immigration law in their daily work 
at Ellis Island. Together we have urged them 
upon the attention of Congress and the only op- 
position which they have received from any 
source has been from those steamship companies 
which are willing to bring to this country any 
unfortunate immigrant who can be persuaded 
to come and who can get through one of the con- 
venient loop-holes in the present law. 

Listed in the order of their importance, these 
are the amendments which we desire to advocate : 


1. Providing that medical officers of the 
United States Public Health Service who have 
had special training in the diagnosis of insanity 
and mental deficiency shall be detailed for duty 
at ports of entry designated by the Secretary of 
Labor and that the services of interpreters and 
suitable facilities for making mental examina- 
tions and observing cases shall be provided for 
these medical officers. 

2. Providing that the surgeon of each vessel 
shall make a mental examination of each immi- 
grant before accepting him for passage. (A 
physical examination only is required at present). 

3. Providing a fine of $200 for bringing to 
this country any insane or mentally defective 
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person whose condition could have been detected 
by a competent medical examination at the time 
of embarkation. 

4. Adding constitutional psychopathic in- 
feriority and chronic alcoholism to the exclud- 
able causes. 

5. Making it mandatory for the Secretary of 
Labor to provide suitable attendants for immi- 
grants being deported, when they require per- 
sonal care on account of mental or physical dis- 
ability. 

6. Increasing from three to five years the 
period in which deportation of aliens who have 
become a public charge in this country can be 
effected—unless it can be affirmatively shown 
that their dependence is due to causes arising 
subsequent to landing. 

7. Providing that deportation can be effected 
subsequently if proceedings are instituted with- 
in five years. 

We advocate these amendments as medical 
men trained in the department of medicine 
which has to do with mental diseases. In our 
opinion, these provisions in the bill before you 
overshadow all others in importance and we 
especially desire to state that we are here solely 
for the purpose of presenting the reasons for 
their inclusion in the immigration law. Al- 
though other provisions in the law may be de- 
sirable and some may be inadvisable, we wish to 
confine ourselves strictly to those matters re- 
garding which we have special knowledge. The 
amendments which we advocate deal with com- 
plex problems in a highly specialized branch of 
science and we have felt that the views of men 
who are devoting themselves to this work might 
be of value to you in forming an opinion as to the 
need of the amendments which I have read and 
as to the results likely to be gained by their 
adoption. 


EARLY HISTORY AND SUPPRESSION OF 
THE OPIUM TRAFFIC. 


Report from The Hague by way of London 
states that on February 12 the protocol of the 
anti-opium convention of 1912, at which 44 
nations were represented, was signed by the 
delegates of the United States, China and the 
Netherlands. This convention aims at the sup- 
pression of the opium traffie and the illicit inter- 
national traffic in cocaine and other habit-form- 
ing drugs; and its signature by these three rep- 
resentatives brings it automatically in force in the 
three respective countries having an approximate 
population of about 475,000,000 persons. Mr. 
Henry VanDyke who, as American Minister to 
the Netherlands, represented the United States 
as a signatory, made the following statement 
with reference to the convention :— 


‘“‘The opium convention aims at putting a 
stop to the vicious trade in opium as an intoxi- 
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cant and at imposing the strictest rgulation on 
the legitimate commerce in opium for purely 
medicinal purposes. I hope that the three na- 
tions which have taken the first definite step in 
this direction soon wil be followed by many 
others. It is a great satisfaction that China, 
which has suffered most from the opium vice, has 
taken this step side by side with the United 
States, which is the foremost nation in adopting 
legislation against this vicious trade, and that 
Holland, with her immense possessions in the 
East Indies, should take the same stand.’’ 

The Journal of the American Medical Assocta- 
tion for February 6 contains an important lead- 
ing article by Dr. Macht on the early history of 
opium and some of its preparations and alka- 
loids, from which the following extracts are of 
particular interest in connection with the signa- 
ture of this convention :— 

‘“‘The medicinal properties of poppy juice 
date from a remote period. Recalling the highly 
developed culture of the ancient Egyptians one 
is inclined to imagine that the narcotic proper- 
ties of opium were known to them; but the in- 
vestigations of Unger (1857) have failed to trace 
any acquaintance with opium in Ancient Egypt, 
and Dr. Ember, of the Semitic Department of 
Johns Hopkins University, knows of no refer- 
ence to it in Egyptian literature. According to 
some Hebrew scholars, there is a reference to 
poppy juice in the Bible. In several passages in 
the Old Testament the word résh is mentioned. 
Professor Haupt is convinced that résh means 
poppy, and so also is Professor Post. In the Tal- 
mud we have one reference to opium, under the 
name ophion, but that word was clearly borrowed 
from Greek. In the classical Hindoo literature 
there is found no reference to it. From the time 
of the Mogul Conquest on there appears a word 
Khash-khash which means poppy-seed, and 
Khash-khasharasa, juice of the poppy. In this 
it is easy to recognize our modern word hashish; 
and so it seems that at that early date the nar- 
cotics opium and cannabis indica were confused 
with each other. The original home of the poppy 
was in Asia Minor. From there it was carried 
to Greece at a later period. 

“Tt is not at all certain whether Hippocrates 
was acquainted with the juice of the poppy. 
According to Wootton, he refers to a substance 
called mecon to which he attributes a purgative 
as well as a narcotic action. Some think that it 
was opium; others believe that he was referring 
to another plant. In any case, he made but very. 
little use of the drug. The first authentic refer- 
ence to the milky juice of the poppy we find by 
Theophrastus at the beginning of the third cent- 
ury B. C., when he speaks of it as meconion. 
Scribonius Largus, in his ‘Compositiones Medi- 
camentorum,’ about the year 40 of the present 
era, describes the method of procuring opium 
from the capsules of the poppy, and about the 
year 77 of the same century Dioscorides makes 
a distinction between the juice of the capsules 
and the extract of the whole plant. He describes 


316 BOSTON MEDICAL AND SURGICAL JOURNAL 


[FEBRUARY 25, 1915 


the method of incising the capsules, and refers to 


adulterations of the drug with the milky juices 
of other plants so that it is evident that the col- 


lection of opium was quite an industry in Asia 
Minor at that time. Pliny devotes some space to 


a description of opium and its medicinal use, and | 


the drug is mentioned repeatedly by Celsus in 


writers. Galen spoke enthusiastically of the 
virtues of opium confections, and the drug was 


‘ing the close of the Napoleonic era a century 


ago :— 

‘‘There are three cases of gunshot of 
the thorax, with annotations, by Joseph Arnold, 
M.D., surgeon, H. M. 8. Alemene. There is a 
fatal case of hydrothorax, with appearances on 


IN dissection, by Mr. Archibald Robertson, surgeon 
the first century and by numerous other Latin 


of H.M. S. Cydnus; there is the letter from Jo- 


seph D. A. Gilpin, M.D., inspector of army hos- 


soon so popular in Rome that it fell into the 


hands of shopkeepers and itinerant quacks. 


of the East was through the Arabs, and in the 
first instance to Persia. 
India seems to have been connected with the 
spread of Mohammedanism. 


Its introduction to 


pitals at Gibraltar, to Colin Chisholm, M.D., 
F.R.S., ete., on the fever which occurred at 


: _ | Gibraltar in 1813; and there are letters from Dr. 
“*The introduction of the drug to the natives. 


Chisholm on yellow fever, and answers by D. 


‘Bancoft, written with some degree of heat ; there 


tensively, and even wrote special treatises on) 


some of its preparations. The earliest mention 


of opium as a product of India is by the traveler. 


Barbosa, in 1511. <A Portuguese historian, 
Pyres, in a letter to Manuel, King of Portugal, 
in 1516, speaks of the opium of Egypt and Ben- 
gal. 


China first by the Arabs, who are known to have 
traded with the southern parts of the empire as 


is a report on the use of charcoal powders as a 
substitute for cinchona by R. Calvert, physician 


to the forces; there is a case of hemiplegia in a 
The Arabic physicians used opium very ex-' 


soldier in His Majesty’s West India Regiment, 
treated with tinctura lyttae (cantharides) and 
cold shower-bath, by Robert Hartte, surgeon to 
the forces; there are observations on pemphigus 


_(in Russian sailors) by Dr. Dickson, physician 


early as the ninth century. Later the Chinese 


began to import the drug in their junks from 
India. It was not before the second half of the 
eighteenth century that the importation of 
opium began to increase rapidly through the 
hands of the Portuguese, and a little later 
through the famous East India Company. In 
1770 the English established an opium depot in 
Lark’s Bay, south of Macao, and the traffic 
rapidly increased, so that very soon the Chinese 
authorities began to complain, and in 1820 an 
edict was issued forbidding any vessel having 
opium on board to enter the Canton River. A 
system of contraband followed, then political 
friction between England and China, and the so- 
called Opium War, which culminated in the 
Treaty of Nanking (1842) by which five ports 
of China were opened to foreign trade, and in 
1858 opium was admitted as a legal article of 
commerce. By that time the vice of opium- 
smoking had spread like a plague over the gigan- 
tic empire, and became so deeply rooted that, in 
spite of innumerable edicts and decrees, all ef- 
forts to check its growth have been powerless.’’ 


NAVAL SURGERY A CENTURY AGO. 


IN a recent issue of the British Medical Jour- 
mal are quoted abstracts from articles published 


senting some experiences of naval surgery dur. | 


and inspector of the fleet, etc., 
American Station; and there are observations on 


, ; the use of ipecacuanha and opium in dysentery, 
**Opium is supposed to have been brought to. 


on the North 


by Mr. William English, surgeon. In all these 
articles military matters are prominent; in fact, 
the atmosphere is that of war—war with its 
traumatisms and its subsequent plagues, pesti- 
lences, and famine diseases; war matribus de- 
testata, but ameliorated, and with some of its 
worst sufferings mitigated by medical knowledge 
and surgical skill. 

‘‘Of Dr. Arnold’s cases the secondt was inter- 
esting, both from its medical and its general 
aspects. The wounded man _ was Christofolo 
Rodomere, a Venetian, rich in goods, and the 
owner of a vessel bound in May, 1812. from 


| Venice to Bocca di Cattaro, passing therefore 


from Napoleon’s ‘Kingdom of Italy’ to the 
Province of Illyria. Unfortunately for the ves- 
sel and for Rodomere. who was on board. one 
of His Brittanic Majesty’s frigates, cruising up 
and down in the Adriatie with her sailors on 
the look-out, sighted the Venetian. To be seen 
meant to be captured. ‘not before her crew,’ adds 
Dr. Arnold, with evident regret. ‘which consisted 
of about a dozen persons, had killed or wounded 
twenty-seven of the frigate’s men.’ The frigate. 
one may judge, pretty nearly caught a Tartar 
on this occasion. Poor Rodomere. in a desper- 
ately wounded condition, was handed over to the 
surgeon, and he found that whilst his left thumb 
was badly shattered and his left side from hip 
to ribs was much bruised, a leaden ball had also 
entered near the tenth rib, three finger-breadths 
from the spine, and had come out about an inch 
below the nipple of the left breast. When he re- 


‘ceived the wounds he fell and spat up blood by 
in the July and October parts of the Edinburgh | 
Medical and Surgical Journal* for 1814, repre-. 


* Edinburgh Medical and Surgical Journal, Vol. x, pp. 265, 295 | 


$11, 318, 325, 408, 419, 451, 458. 


coughing, ‘but after this he became quiet, his 
pulse was moderate, his breathing free, and he 
‘did not complain of pain.’ This happened on 


+ Edinburgh Medical and Surgical Journal, Vol. x, p. 274, 1814. 
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the night of May 22nd. He took three laxative) made a Fellow in 1815. He fell a victim to 
pills, had cataplasms applied to his thumb and _ fever, however, at Padang, in Sumatra, in July, 
to the wound in the side, and saturnine lotion to | 1818, and died ‘devoted to science and the acqui- 
the anterior wound. For the next few days he’ sition of knowledge. and aiming only at useful- 
went on nicely; but on May 30th the anterior ness.’ ”’ 

wound began to be tender, and a full inspiration | 
gave pain, and Dr. Arnold was led to take, 
stronger measures. These, in the Latin tongue, 
into which the surgeon was wont to diverge on 
such oceasions, were as follows: ‘Fluat ex tem-. 
plo sanguis ad 5xx; capt. etiam pilulas laxantes | 
tres; pergat in usu cataplasmatum et aliorum.’ 
On the next day he was worse, so Dr. Arnold. 
again took steps: ‘Iterum fluat sanguis ad 5xx; 
bibat ad voluntatem aquam succo limonum Parts, Fes. 2, 1915. 
gratam redditam; sumat pilulas laxantes duas,’ “How are the mighty fallen! ‘Tell it not in Gath 
and so on. The patient got no better; indeed, on - - - Jest the daughters of the uncircumcised triumph.” 


Correspondence. 


PARIS LETTER. 
THE REHABILITATION OF THE HONORABLE P’us-BuG. 


(From Our Foreign Correspondent.) 


June Ist, when the dressings were removed, 
nearly 2 lb. of watery lymph tinged with blood 
and slightly fetid were discharged from the 
wound in the vicinity of the heart.’’ 

Apparently the bullet had been deflected and 
had passed around the chest under or along a 
rib. The man improved after July 22, and by 
the end of August was able to pull an oar in an 
open boat. 


“How are the mighty fallen in the midst of the 
battle! ...I1 am distressed for thee, my brother 
Jonathan.”—(II. Samuel, Chap. 1.) 


Mr. Editor: There, you see; those sentiments are 
rather neat. <A little knowledge of Scripture is not a 
bad thing, after all; and those lines express my feel- 
| ings to a nicety. The true sportsman, the man who 
“plays the game,” is supposed to be he who can take 
a blow without flinching, even with a smile, and who, 
when the fight is over, dismisses the matter entirely 
from his mind, shakes hands with his adversary, and 


This Joseph Arnold, the author of these clin- harbours no malice. This beatific state of mind is ob- 


ical records, was born at Beccles, England, in 
1782. He received the degree of M.D. at the 
Edinburgh Medical School in 1807, and in 1808 
entered the medical service of the British Navy. 
As a youth his chief interest had been in the 
natural sciences. 


“Even on active service Arnold’s instincts as 
a naturalist peeped out, as has been seen, in the 
interest he took in Plantago lanceolata in the 
treatment of hydrothorax; and, after the war 
was over and the navy reduced, he gratified his 
love of research, and at the same time occupied 
his professional talents by taking medical charge 
of the Northampton, bound to Botany Bay with 
convicts. During his travels he made a collec- 
tion of insects from South America, New Hol- 
land, and the Straits of Sunda, and also wrote 
several journals of notes on zodlogical matters; 
but unfortunately all these were lost in the burn. 
ing of the ship (the Indefatigable) by which he 
was proceeding to Batavia. Not daunted he 


made several excursions with Sir Stamford Raf- 


fles in Sumatra. He returned home in 1816, but 
only that he might the better prepare for further 
travels and zodlogical research in the East. Sir 
Stamford Raffles was by this time (1818) gov- 
ernor of Sumatra, and Arnold obtained employ- 
ment as naturalist under him. During his second 
visit to this island he discovered the strange 
parasitie plant which grows on the wild vine, has 
neither stem nor leaves, but possesses a flower of 
great weight, measuring 3 ft. in diameter. Sir 
Stamferd and Arnold are to this day associated 
together in the name which this plant bears, the 
Rafflesia arnoldi. Arnold also made a fine col- 
lection of fossils and shells, which he bequeathed 
to the Linnean Society, of which he had been 


| served in its most perfect form among the British; 
_two statesmen, who during a week’s debate have been 
/moving heaven and earth each to demonstrate that 
|the other is the blackest villain conceivable, will at 
| the end be detected quietly dining with each other at 
/some restaurant, to all intents and purposes on the 
‘friendliest of terms. My mentality is of the very 
/contrary order; my Christian doctrine is never to for- 
| get an injury, but to try and repay my adversary, and 
| with interest, even if it takes a lifetime. This is why 
| at the present juncture my midriff is gently pulsating 
| with sinful satisfaction, as I contemplate the depths 

of ignominy into which the surgical clan has sud- 
denly fallen. 

[To an audience of medical men it is superfluous to 
lay stress on the condition of inferiority, even of 
downright degradation, in which we have been living 

‘during the last few decades vis-d-vis to our surgical 
/ colleagues. Nor is it necessary to recall their airs of 
| disdain, their mock humility: “Oh, I’m only a surgeon, 
|I don’t know anything about that,” or the condescen- 
|sion with which they tolerate our presence at a dis- 
| tance, as we view them going through their sacred 
| rites on the other side of a glass screen, even the cir- 
|!cumambient ether in which they move being unfit for 
| the vulgar to breathe: procul, O procul este, profani!] 
| When I think of the undoubted paradise in which 
| these gentlemen of the knife have been accustomed to 
‘live, especially the younger set, who have seen only 
_the aseptic era, and then compare it with the hideous 
gloom of Tartaros and Styx into which this war has 
suddenly plunged them, I try, but altogether in vain, 
ito picture to myself what their frame of mind can be. 
_At one moment to be firmly convinced that the millen- 
'nium was at hand, that perfection had practically been 
attained, so that there was really nothing in the way 
_of a surgical intervention that could not be under- 
_taken with entire safety, so far as any danger from 
_ infection was concerned; at the next to realize that 
the clock had been suddenly set back fully fifty years, 
to see every wound in a large hospital oozing, weep- 
ing, even flowing into pus, and to feel that it was not 
safe so much as to sew up the flaps of a simple ampu- 
tation—“how are the mighty fallen,” as I quoted in 
the beginning! 

How those good old pus-bugs must be hugging them- 
selves, to find themselves once more before the foot- 
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lights, and as star performers, if you please. For the | 


whole crew of these phantoms of a bygone age have 
turned up smiling, from good healthy pus, le pus lou- 
able, as it used to be called, to all kinds of septic con- 
coctions, virulent mixtures of varying degrees of ma- 
lignancy, pus of pyocyanie tints (a thing I never saw 
in the old days, even in the dirtiest wards of the 
dirtiest surgeons, such as LeFort and Després), gan- 
grenous organisms with or without gaz, that acme of 


degradation hospital rot, and the scale of the ery- | 


sipelas forms of septic virulence. Vatel is said to 
have committed suicide because the fish did not ar- 
rive in time for his mother’s banquet; what conceiv- 
able form of harakiri ought these surgeons to indulge 
in, in presence of this lamentable catastrophe and the 
utter collapse of all their wonderful Chdteaur en 
Espagne! 


When I say that the wounds of these unfortunate | 
soldiers suppurate, and all suppurate, I put the mat- | 


ter in the most sober terms, for from a large number 
of these wounds, particularly the jagged, deep and 
irregular shell-injuries, the pus simply wells up in a 
steady stream. One wonders where it possibly can 
come from! If you leave one of these cases only 
twenty-four hours under a dressing, the pus will have 
soaked through, wormed its way out under the edges, 
and have soiled nightshirt, pillow, sheet and even 
mattress! It is something fantastic. So these 
wretched surgeons are practically impotent, and con- 
template this revival of the sway of the pus-bug with 
faces of horror and consternation; all they can do is 
to open up widely, remove fragments, foreign bodies, 
and tissue that must necessarily mortify, clean the 


region up,—and then let the wound suppurate until it | 


has had enough. And this is their sole occupation 
from early morn till dewy eve. so that their inward 
feelings must be of a rather hectic tinge. For, if you 
will consider a moment, many of these young men, 
who have lived chiefly in regions where accidents are 
not apt to occur,—that is, away from factory districts, 
large railroad centers, etc.. —and whose practice has 
been in the main among the better-class civilians,— 
have scarcely ever seen a wound suppurate, even in 
the simplest manner; with modern operating-theatres, 
and a perfect technic, where would a surgeon’s repu- 
tation be if his incision were to suppurate after an 
abdominal section or breast-removal! So at the pres- 
ent moment, if you have a surgeon friend and really 
wish to make him react, to see his body stiffen as the 
poor victims do in the Sing Sing electrocution chair. 
and to witness the high tension current escape from 
the points of his anatomy in forty cm. sparks, just 
ask him in an innocent way if it is true that the 
nurses in his ambulance have to wear indiarubber 
boots to keep out of the pus, or whether the authori- 
ties are really proposing to inquire into his high mor- 
tality-rate from hospital-rot! 

We will now leave these filthy pigs to wallow in 
their blue pus and turn to our own part of the show 
and inquire how the medical fraternity has come out 
of the present ordeal. 

Not so badly, on the whole. The remark was made 
by everybody, during the first three or four months 
of the war, that the morbidity was practically a neg- 
ligible quantity, in comparison with the traumatisms, 
—that the sick-rate in the army was not any greater 
than, if indeed as high as, among the civilian popula- 
tion. In fact, you simply did not hear of any sick, 


only of the wounded. Of late, however, the situation | 


has changed; but when you consider the conditions 
that have prevailed, the only wonder is that it is not 


many times worse than it is. For. remember that | 
we have here to deal with a Latin people, none of | 
whom stand anywhere, as compared with our Anglo- | 


American requirements, either in personal cleanliness 
or habits of hygiene. Now when you think that these 
hundreds of thousands of men have been immobilized 
for well over two months in or back of lines of 
trenches dug in clay in a perfectly flat country only 
just above sea-level, with practically no drainage. while 
the entire region is polluted with myriads of decom- 
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posing and badly interred bodies of men and animals, 
and any such thing as proper scavenging is out of the 
question in the zone of firing, it is little short of a 
miracle that the various intestinal infections of a 
dysenterical or typhoidal variety should have re- 
mained as infrequent as they have. Two things, and 
two things alone, can be advanced to explain this un- 
expectedly favorable situation: The fact that a large 
number of men have been vaccinated for typhoid, and 
the fact that it has been midwinter, with incessant 
| rain and no inducement to drink water. Had this 
|situation arisen in midsummer, with endless dust, 
flies, and the thirsty men drinking just anywhere, we 
should in all likelihood have had a very different 
tale to tell. To those favorable factors must be 
added that the men have been well and intelligently 
fed, and that their spirits and confidence stand at 
beau-fire,——both of these details being of prime im- 
portance as regards a man’s receptivity for infectious 
disorders. 

I imagine that when the figures come to be known 
it will be found that the results, as far as morbidity is 
concerned, will on this side of the line not bear com- 
parison with those obtained by the Japanese in the 
Manchurian campaign, on account of the great differ- 
| ence in the hygienic customs of the two peoples: The 
| Jap considers himself dishonored if he does not more 
/or less boil himself in a cauldron every day of his 
| life ; whereas, if the Gaul ever washes it is because 
‘he has fallen in the river or been overtaken by a 
‘drenching rainstorm in the open. But at least. up to 
the present moment of writing, we have had nothing 
even remotely, to compare with what took place in 
South Africa during the first part of that war. How- 
/ever, we are only on the prelude of this war. So, 
| perhaps, it will be wise not to give too great an air 
|of finality to these remarks, 

But a moderate amount of typhoid and dysentery is 
a mere nothing compared with the slough of despond 
of the surgical side; to be anywhere near on a foot- 
‘ing with them we ought to have a big epidemic of 
| typhoid, with the vermin-borne forms of typhus, spot- 
ted and recurrent, in addition; and this is precisely 
what we have not got, in spite of the fact that they 
say that the vermin in the fighting lines is something 
| incredible. So far nothing has been heard of typhus, 
| although it is indigenous in the regions from which so 
;many of the African troops have been brought. In 
'former ‘days typhus generally occurred in besieged 
| cities, prisons and famine-stricken districts. Here 
again the proper nourishment of the troops, together 

with their cheerfulness and enthusiasm, may have 
/acted as a powerful deterrent under certainly most 
| unfavorable general conditions. 

So that it is quite fair to sum up and claim that 

on the whole, and taking a wide view of the entire 
| situation, the medical side of this war has come out 
| perhaps better than it deserved to.—a point that I 
|may, perhaps, touch on in a future letter. The ques- 
‘tion is whether this situation is likely to continue to 
ithe end: whether when the heat comes, or if the allies 
‘begin to move over regions that have been contami- 
nated by their adversaries for months and months, 
their health will remain at its present high standard. 
'This is more than anyone can foretell; we can only 
wait and see. 


Ss > 


TRANSFUSION IN THE TREATMENT OF RUP- 
TURED TUBAL PREGNANCY. 


Boston, February 10, 1915. 
Mr. Editor: Judging by the editorial in the Jour- 
|NAL of Jan. 2S. 1915. in which issue my paper on 
|“Emergencies of Extrauterine Pregnancy” was pub- 
lished, I fear my attitude toward blood transfusion 
|was misunderstood. The point which I wished to 
emphasize especially in regard to the use of some 
fluid to replace the blood loss. was that the fluid 


; 
{ 
| 
~ 
F ’ 
tel 
My 
| 
} 
| 
| 
= 
i 
| 
3 
i 


VoL. CLXXII, No. 8] BOSTON MEDICAL AND 


should be introduced in such a manner as to be grad- | 
ually absorbed. In the cases where this has been car- 
ried out, the recoveries from anemia have appeared to 
be more rapid. There is also a danger in the sudden 
introduction of a large amount of fluid into the blood 
vessels, as by this procedure the strain on the heart 
is increased and the composition of the blood changed. 
Where salt solution has been given intravenously, 
there has often been a deterioration in the appear- 
ance of the patients a day or two following operation, 
which did not seem to be present to such a degree in 
those who had gradually absorbed the fluid either from 
the subcutaneous tissues or from the rectum. In one 
or two instances the heart seemed to be affected by 
the increased work thrown upon it, or by the change 
in the blood. 

In regard to blood transfusion, it was stated in my 
article that my experience with it in this class of 
cases was limited to two individuals, but that in these 
two cases blood transfusion showed no advantage over 
the use of salt solution; judging from the appearance 
of the patients a day or two after operation. 

I am not opposed to blood transfusion as such, and 
the only reason it has not been used in some instances 
has been the lack of a donor, but in the two cases 
mentioned above, it seemed to me that there was a dis- 
tinct indication of hemolysis. My remarks were meant 
to be confined to these two individuals, and not in- 
tended as a genéral statement, although there is a 
question in my mind whether the intravenous use of 
either blood or salt solution is always beneficent in 
these cases, . 
Very truly yours, 

ErRNEstT B. Youne, M.D. 
434 Marlborough Street. 


BELGIAN PHYSICIANS’ RELIEF FUND. 


REPORT OF THE TREASURER OF THE COMMITTEE OF 
AMERICAN PHYSICIANS FOR THE AID OF THE BELGIAN 
PROFESSION FOR THE WEEK ENDING FEs, 18, 1915. 


CONTRIBUTIONS. 

Dr. O. O. Cooper, Hinton, W. Va......... --- $ 10.00 
Dr. F. A. Dodge, Le Sueur, Minn.......... ‘ 10.00 
Dr. Alfred A. Herzfeld, New York, N. Y..... 10.00 
Dr. A. W. Sicker, Plymouth, Wis........... 5.00 
Dr. Charles H. Cargile, Bentonville, Ark..... 10.00 
Dr. A. A. Bornscheuer, Pittsburg, Pa........ 2.00 
Dr. Lyn Waller Deichler, Philadelphia, Pa... 5.00 
Dr. H. T. Goodwin, New York, N. Y......... 5.00 
Dr. Henry S. Weigle, Muncy, Pa........ see 5.00 
Dr. James S. Keyes, Brooklyn, N. Y......... 5.00 
Dr. J. I. Johnston, Pittsburgh, Pa...... wee 15.00 
Dr. Frederick J. Resseguie, Saratoga 

Springs, N. Y. 10.00 
Dr. Frank H. Jackson, Houlton, Me......... 5.00 
Dr. Howard L. Frost, Cleveland, Ohio...... 10.00 
Dr. P. St. L. Moncure, Norfolk, Va......... 5.00 
Dr. A. J. Braden, Duluth, Minn............ 5.00 
Dr. Wendell C. Phillips, New York, N. Y.... 75.00 
Dr. Russell S. Fowler, Brooklyn, N. Y....... 25.00 
Dr. John W. Farlow, Boston, Mass......... 25.00 
Dr. E. W. Link, Palestine, Texas....... eee 10.00 
Dr. H. R. Link, Palestine, Texas...... ee 5.00 
Dr. H. Gifford, Omaha, Neb........... 
Jefferson Co. Med. Society, Birmingham, Ala. 50.00 
Dr. Edgar R. McGuire, Buffalo, N. Y....... 10.00 
Dr. Max Einhorn, New York, N. Y..... uate 25.00 
Dr. Joseph L. Miller, Thomas, W. Va...... . 10.00 
Dr. David Chester Brown, Danbury, Conn... 10.00 
Oshkosh Medical Club, Oshkosh, Wis....... 50.00 
Dr. George M. Dill, Prescott, Wis.......... 1.00 
Camden Co. Medical Society, Camden, N. J.. 50.00 
Dr. Joseph Walsh, Philadelphia, Pa........ . 10.00 
Dr. L. B. Pilsbury, Lincoln, Nebr........... 5.00 
Dr. E. E. Montgomery, Philadelphia, Pa..... 25.00 
Dr. J. T. Clegg, Siloam Springs, Ark....... ‘ 1.00 
Dr. K. B. Huffman, Bentonville, Ark....... 1,00 
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Receipts for week ending Feb. 13th....$ 605.00 
Previously reported receipts............ 2528.00 
$3133.00 

Previously reported disbursements... $2530.00 
Dusbursements week ending Feb. 13, 
275 boxes of food @ $2.20 per box 605.00 
Total $3135.00 


F, F. Stmpson, M.D., Treasurer, 


An American gentleman who saw the food and 
clothing put into the hold of the steamship, Lynorta, 
which took supplies, for the State of Virginia, to the 
Belgians, crossed the Atlantic on the ship and went 
into Belgium to watch the distribution of the articles 
among the people. He has returned and declares: 
First, that every pound of flour and every article of 
clothing sent from America by the Relief Commission 
is received by a Belgian; and second, that all who get 
such gifts are in direst need of them. Hunger seems 
to have broken down all class distinctions in Belgium. 

Physicians and their families have shared the com- 
mon fate. Appeals for food, drugs, and clothing are 
numerous and urgent. The resources of your Com- 
mittee have been so limited that we have not felt 
justified in sending anything but food to our starving 
Colleagues; 156 physicians and 11 medical societies 
have thus far contributed to this fund. There are 
approximately 142,300 physicians in the United States. 
If each one would contribute even a small sum, it 
would be possible to supply the necessary food, drugs, 
and clothing. Do not hestitate because your check is 
not as large as you would like it to be. Contributions 


-| of any amount will be welcome. 


Every cent you give will be economically spent for 
supplies for Belgian physicians and their families. 
There are no charges for shipping and distribution. 

Not a cent has been spent for stenography, station- 
ery, stamps, or other accessory. 


CHANGES IN THE MEDICAL CORPS, U. 8. NAVY, 
FOR THE FIVE WEEKS ENDING FEB. 12, 1915. 


January 18, P. A. Surgeon E. V. Valz, to Naval Hos- 
pital, Portsmouth, N. H. 

January 21, Surgeon H. E. Odell, detached, Naval 
Hospital, Canacao, to Naval Hospital, Yokohama, Jap. 

P. A. Surgeon F. E. Porter, detached, Naval Hos- 
pital, Yokohama, to U.S.S. Cincinnati. 

A. Surgeon D. C. Post, detached, Palos, to Quiros. 

A. Surgeon M. B. Hiden, detached, Naval Hospital, 
Canacao, to Palos. 

Surgeon J. C. Thompson, to Navy Recruiting Sta- 
tion, San Diego, Cal. 

Surgeon J. M. Brister, detached, Utah, to Atlantic 
Reserve Fleet. 

Surgeon J. F. Murphy, detached, Montana, to home 
and wait orders. 

Surgeon H. D. Wilson, to Utah. 

Surgeon M. K. Johnson, to Montana. 

Surgeon F. E. McCullough, detached, Naval Train- 
ing Station, Newport, to Naval Training Station, San 
Francisco. 

Surgeon D. N. Carpenter, detached Bureau of Medi- 
cine and Surgery, to Naval Training Station, Newport. 

January 22, P. A. Surgeon F. G. Abeken, detached, 
Naval Station, Guam, to U.S.S. Supply. 

A. Surgeon G. W. Calver, detached, Supply, to Naval 
Station, Guam. 

January 28, P. A. Surgeon M. C. Baker, to Naval 
Station, New Orleans, La. 

February 1, A. Surgeon Louis Lehrfeld, Resigna- 
tion accepted effective January 29, 1915. 

February 4, P. A. Surgeon C. M. George, detached, 
Pacific Torpedo Flotilla, to home and wait orders. 

February 5, A. Surgeon H. V. Cornett, to Naval 
Hospital, Canacao. 
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P. A. Surgeon Wm. Chambers, to Naval Station, 
Olongapo. 

A. Surgeon L. H. Roddis, to Naval Hospital, Cana- 
cao. 

February 6, Surgeon J. C. Pryor, detached, North 
Dakota, to Montana, connection, Regiment Marines. 

P. A. Surgeon L. M. Schmidt, detached, Louisiana, 
to Montana, connection, Regiment Marines, 

February 9, P. A. Surgeon J. G. Ziegler, detached, 
West Virginia, to Pacific Torpedo Flotilla. 

February 11, Surgeon W. S. Hoen, detached, Pa- 
cific Reserve Fleet, to Colorado. 


APPOINTMENTS. 


It is announced that Dr. 8S. H. Chuan, a graduate of 
Harvard University, has been appointed Surgeon-Gen- 
eral of the Chinese Empire and elected president of 
the Chinese Army Medical college at Tien-tsin. 

Dr. George Lovell Gulland, M.A., B.Sc., F.R.C.P.E., 
has been appointed professor of medicine in the Uni- 
versity of Edinburgh. 

Dr. J. A. Murray has been appointed acting direc- 
tor of the British Imperial Cancer Kesearch Fund, 
succeeding Dr. Bashford who has recently resigned 
on account of ill health. 

The officers of the various sections of the New York 
Academy of Medicine for the year 1915 are as fol- 
lows: Dermatology and syphilis, Dr. Charles M. Will- 
iams, chairman, Dr, Waiter J. Heimann, secretary ; 
surgery, Dr. Clarence A. McWilliams, chairman, Dr. 
John Douglas, secretary; neurology and psychiatry, 
Dr. Israel Strauss, chairman, Dr. Foster Kennedy, 
secretary; pediatrics, Dr. Walter L. Carr, chairman, 
Dr. Royal S. Haynes, secretary; otology, Dr. C. D. 
Van Wagenen, chairman, Dr. John A. Robinson, secre- 
tary; ophthalmology, Dr. H. H. Tyson, chairman, Dr. 
George H. Bell, secretary; medicine, Dr. T. Stuart 
Hart, chairman, Dr. Nellis B. Foster, secretary; 
genito-urinary diseases, Dr. Leo Buerger, chairman, 
Dr. A. R. Stevens, secretary; orthopedic surgery, Dr. 
Arthur H. Cilley, chairman, Dr. P. W. Roberts, secre- 
tary; obstetrics and gynecology, Dr. LeRoy Broun, 
chairman, Dr. George W. Kosmak, secretary: laryn- 
gology and rhinology, Dr. Hubert Arrowsmith, chair- 
man, Dr. Francis W. White, secretary. 


RESIGNATON. 


Dr. William H. Park, director of laboratories of the 
New York Department of Health has resigned his 
administrative position as dean of the New York Uni- 
versity Medical College, but will continue there as 
professor of bacteriology and hygiene. 
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NOTICES. | 


Physicians visiting the city will be cordially wel- | 
comed at the following clinics on the days and hours 
specified. 

Boston Hospirat.—After January 1, 1915, 
public operations will be performed in the Surgical 
Amphitheatre each week, on Thursdays, Fridays and 
Saturdays, at 10 o’clock. 

Thursday: First Surgical Service. Dr. Blake. 

Friday: Third Surgical Service. Dr. Nichols, and 
Fourth Surgical (G-U) Service. Dr Thorndike. 

Saturday: Second Surgical Service. Dr. Lund. 

CARNEY HosprTraL.—Dr. Bottomley and Dr. Mahoney 
will hold an operative surgical clinic every Wednes- 
day at 9 a.M., and at the same hour on the same day 
Dr. W. R. MacAusland will hold an orthopedic clinic. 
All physicians are welcome to attend. 

MASSACHUSETTS GENERAL HospiTaL.—1. A surgical 
clinic Tuesday, at 12, in the out-patient amphithea- 
tre. 2. Operations in the Bigelow amphitheatre 


Saturdays from 10 to 1. 3. Operations in the Sur- 
gical Building except Sunday, from 9 to 1. 4. Daily | 
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surgical ward visits at which visiting physicians will 
be welcome. 5. Clinic in medicine and pathology 
Tuesdays at 12, by Drs. R. C. and H. Cabot and O. 
Richardson. 6. Medical clinic Thursday at 12, by 
Dr. D. L. Edsall. 

PETER BENT BriGHamM visit- 
ing the city will always be cordially welcomed at the 
Peter Bent Brigham Hospital. 

The medical visit takes place regularly every morn- 
ing beginning at 10 o’clock. 

Operations are usually going on throughout the 
forenoon in the surgical amphitheatre. 

The surgical clinic is held in the clinical amphi- 
theatre on Wednesdays at 12.30 p.m. 

The medical clinic is held in the clinical amphi- 
theatre on Mondays at 12.30 p.m. 

The clinico-pathological demonstration is held in 
the clinical amphitheatre on Fridays at 3.30 p.m. 


MASSACHUSETTS GENERAL Hosprrat.—A_ medical 
meeting, open to the medical profession, will be held 
at 12 noon on Monday, March 1, 1915, in the lower 
amphitheatre of the out-patient department. Entrance 
on Fruit street. 1. Exhibition of cases. 2. Dr. J. H. 
Wright. <A study of the inhibitory action of syphilitic 
serum on the formation of thrombin as compared with 
the Wassermann test. 3. Dr. G. C. Shattuck. A 
study of percussion dullness and the cardiac border. 
4. Dr. J. H. Means and H. L. Higgins. The effect of 
drugs upon respiration in health. 

F. A. WASHBURN, M. D., Resident Physician. 
SOCIETY NOTES. 

NEW ENGLAND PEpIATRIC Socrety.—The thirty-sixth 
meeting of the New England Pediatric Society will be 
held in the Boston Medical Library, Friday, February 
26, 1915, at 8.15 P.M. 

1. “Typhoid Fever in Children,’ Dr. Karlton G. 
Percy, Boston. 

2. “Homogenized Milk. Its Possible Uses in In- 
fant Feeding.” Dr. Maynard Ladd, Boston. 

3. Luetic Bursopathy of Verneuil. Report of a 


Case. Congenital Type,” Dr. William P. Coues, Bos- 
ton. . 
4. “Some New Symptoms in Amaurotic Family 


Idiocy,” Dr. Isador E. Coriat, Boston. 
Light refreshments will be served after the meeting. 
E. M. BUCKINGHAM, M.D., Pres. 
RicnaArp M. SmirH, M.D., Sec’y. 


Tue Harvey Socrety.—The ninth lecture of the 
series will be given at the New York Academy of 
Medicine, 17 West 48rd street, on Saturday evening, 
February 27th, at 8.30 p.m., by Prof. R. R. Bensley, 
University of Chicago. Subject. “Structure and Re- 
lationship of the Islets af Langerhans and Criteria 
of Histological Control in Experiments on the Pan- 
creas.” 


BOOKS AND PAMPHLETS RECEIVED. 


Speculation on the Stock Exchanges and Public 
Regulation of the Exchanges. An address delivered 
before the American Economic Association at Prince- 
ton, N. J., December 29, 1914. 

The Story of Bethlehem Hospital from Its Founda- 
tion in 1247. E. G. O’Donoghue. E. P. Dutton & 
Company, 1915. 

Morris’s Human Anatomy, edited by C. M. Jackson, 
M.D. Fifth edition. P. Blakiston’s Son & Co. 1915. 

The Diagnostics and Treatment of Tropical Dis- 
eases, by E. R. Stitt, M.D. P. Blakiston’s Son & Co. 

Selected Addresses on Subjects Relating to Educa- 
tion, Biography, Travel, etc., by James Tyson, M.D. 
P. Blakiston’s Son & Co. 

The Balneo-Gymnastic Treatment of Chronic Dis- 
eases of the Heart, by Professor Theodor Schott, M.D. 
P. Blakiston’s Son & Co. 
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